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dramatic 
in the 
treatment 
of the 


infected 
cervix 
and 
vagina 


Suppression of secondary bacteria in the presence of broken- 
down tissue is a pre-requisite to rapid healing. 

The three sulpha derivatives in TRIPLE SULFA CREAM produce 
dramatic bactericidal and bacteriostatic response; exerting maxi- 
mum individual activity at different pH levels and collectively 
maintaining this activity throughout the elevated pH range of the 


infected vagina. 


TRIPLE SULFA CREAM, aided by its Urea Peroxide component, 
eliminates necrotic tissue and accelerates healthy granulation 
without scar-tissue. 

POST-OPERATIVELY :—*reduces healing time by 50 per cent. 
PRE-OPERATIVELY :—provides a bacteria-free site. 

IN BACTERIAL VAGINITIS & CERVICITIS :— eliminates 
secondary bacteria, reduces leucorrhoea and odorous discharge. 


# Marbach, A. H. Am. J. Obst. & Gyn. 55:511, 1948 


LITERATURE 
ON REQUEST 


TRIPLE SULFA CREAM 


Sulphathiazole 3°42% 
N’Acetylsulphanilamide 2°86% 
N’Benzoylsulphanilamide 3°70% 

With Urea Peroxide in an absorptive 
cream base for topical application by 
means of the Ortho Applicator. 
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THE ETHICAL ORDER 
Fa rst| The well-being of the patient. 
\seconp | Unvarying excellence and reliability of the 
medicament prescribed. 


| & FINALLY Economy, 


LYNORAL tablets 


ETHINYL CSTRADIOL (ORGANON) 


Satisfy these demands 


MENOPAUSAL SYMPTOMS controlled in 6 
to 10 days. Initial daily dose 2-4 tablets of 0.01 mg. 
followed by daily dose of 1 tablet of 0.01 mg. 
INHIBITION OF LACTATION, first two days 
two o.o¢ mg. tablets twice daily, next two days one 
0.05 mg. tablet twice daily, then one 0.05 mg. tablet 


once daily for three days. 

INOPERABLE CARCINOMAS (Prostatic and 
Mammary) see literature. 

Freely prescribable under the N.H.S. 

literature on request. 


RGANON LABORATORIES LTD. 


BRETTENHAM HOUSE, LONDON, 
Telephones : Temple Bar 6785/67, 0251/2. Telegrams: Menformon, Rand, London. 
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4 NEW OXYTOCIC 
SANDOZ 


METHERGIN 


Clinically, Methergin shows an oxytocic action which is 
1.5-2 times more powerful than that produced by 
ergometrine and has a more prolonged duration of effect, 
lasting up to 8 hours. It exerts no untoward action on 


blood-pressure. 


Methergin, a preparation of methylergometrine tartrate, 
is the result of partial synthesis. The addition of this 
compound to the range of preparations indicated for the 
treatment of obstetrical and gynaecological haemorrhage 
marks a real advance from the clinical viewpoint and 
will be welcomed in a world where ergot has become 


extremely scarce. 


NEW FORM : Tablets of 0.125 mg. 
Ampoules : Oral Solution 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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Desiderata in 


MENSTRUAL 
HYGIENE 


© Elimination of the risk of 
infection of perianal origin 


® Freedom from vulval 
irritation and chafing of the 
thighs 


© Normal physical activity 
confidence and avoidance of 
mental strain during the 
menstrual period 


© Security, comfort and 
freedom 


These pre-requisites for efficient mens- 
trual hygiene are all incorporated in.... 


TAMPAX 


Sanitary Pvotection Worn Internally 


Available in two absorbency sizes: Regular Tampax No. 
1 for normal requirements: Super Absorbent ‘Tampax 
No. 2 for parous women and when greater absorbency 
is required. Literature and samples ot both absorbency siz 
will gladly be sent on request to:—Medical Department, 
Tampax Ltd., 110, Jermyn Street, London, $.W.1 


Cassell Books for the Gynaecologist 


PHYSIOLOCY OF THE 
UTERUS 


By S. R. M. REYNOLDS, M.A., Ph.D. 

Staff Member, Physiologist Department 

of Embryology, Carnegie Institution of 
Washington, Baltimore. 


A stimulating work describing the physio- 
logical history of the uterus of both clinical 
and academic interest. Now brought com- 
pletely up to date. With new sections on 
Tokography, Steroid Hormones during preg- 
nancy, factors in abnormal Uterine growth, 
Myometrial forces in relation to Uterine 
growth, Vasculature of the Uterus, Uterine 
Vascular Adaptions to Pregnancy, Maternal- 
Foetal Relationships and Placental Ex- 
change. 

“ There is no similar volume on the sub- 
ject; it stands alone and is wonderfully 
thorough.”—— The Lancet. 


Second Edition, with 609 pages 
and 60 illustrations. Cloth. 93s. 


A TEXTBOOK OF 
GYNACOLOGICAL SURGERY. 
By SIR COMYNS BERKELEY, M.D., 
M.C., F.R.C.S. Eng., and VICTOR 
BONNEY, M.S., M.D., F.R.C.S. Eng. 
Fifth edition. 944 pp. With 17 colour 
plates, 574 text figures. 50s. net. 


THE TECHNICAL MINUTIAE OF 
EXTENDED MYOMECTOMY AND 
OVARIAN CYSTECTOMY. 
By VICTOR BONNEY, M.S., M.D., 
FRCS. Eng, Hon. F.R.ACS., 
M.R.C.P. Lond. 282 pp. with 242 
drawings by the author. 30s. net. 


CASSELL & CO. LTD. 
37/38 St. Andrew’s Hill, London, E.C.4. 
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Vitamins for all ages... 


ABIDEC 


FOR ADULTS 


A new product containing the eight vitamins of the well-known 
* Abidec ’ Drops formula in proportions supplying an adequate vitamin 
intake in the daily dose of one capsule. 


Fach Capsule represents 

A 5.000 L.U. Vitamin B, 0.5 mem 
Vitamin D S00 L.U. Pantothenic Acid 1 mgm. 
Vitamin 1 mgm Nicotinamide i0 mam 

1 mem Vitamin ¢ 25 mgm 


Vitamin 


Vitamin 


In bottles of 30 and 250 Capsules 


FOR INFANTS & CHILDREN 
The most satisfactory way of giving vitamins to infants and children. 
Eight vitamins are present in a clear, water-miscible solution which 
mixes practically unnoticed with tood and drinks. 


Each 0.6 cc. GUO drops from dropper supplied) represents 
Vitamin A 5,000 Lt Vitamin B, 0.5 mgm 
Vitamin D 1.000 L.U. Pantothenic Acid I! mgm. 
Vitamin B ' mgm. Nicotinamide 

Vitamin B (44 mem Vitamin C 


In 10 and SO cc. bottles with dropper 


W, MIDDLESEX 


PARKE, DAVIS & COMPANY 
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‘Trilene’ analgesia in labour is both pleasant 
and effective. The drug is equally safe for 
mother and child, and there are no contra- 
indications. Recovery is rapid, with no 
unpleasant after-effects. 

With these notable characteristics, Trilene 
has achieved, during recent vears, a wide- 
spread reputation among obstetricians as 

a valuable analgesic in midwifery. 


‘TRILENE’ 


TRADE MARK chloroethyvlene 


Containers of 250 c.c., 500 c.c. Crushabl 
ampoules of 1 c.c., bores of 5. Ampoules 
of 6c.c. in containers of 1, 5, and 25 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company ¢ of Imperial Chemical Industrie es Limi ite dq Wilmslow, Manc hester Ph.175 


OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 


Editor Associate Editors 

G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
and Gynecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. It also 
publishes many original contributions from other countries and abstracts 
of the important literature from all parts of the world. 
Most of the outstanding medical schools in the United States are represented 
on the editorial board, which consists of forty-two of the leading teachers 
and practising specialists in America. 
The two volumes published annually contain approximately 2,200 pages 
and have about 500 illustrations. They constitute a complete record of 
progress and achievement for the period. 

Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
A4GENT FOR GREAT BRITAIN 


HENRY KIMPTON |“. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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during labour 


vitamin K 
in every case 


Administration of * Kapilon’ Liquid to the mother, 4 to 12 
hours before anticipated birth of her infant, is such a simple 
and effective safeguard against neo-natal haemorrhage that 
its routine use is well merited. Exerting the full action of 
natural vitamin K.* Kapilon’ raises the blood prothrombin 
level in the newborn baby, and thus gives positive pro- 


tection against haemorrhagic disease. 


LIQUID 


hone BF. per cc. in oz. bottle 


ailabie in tabser and ampoule form 


GLAXO LABORATORIES LTD., GREENFORD MIDDLESEX. BYRon 


A P\l\L O N 
83434 


DALZOBAND (regd) 
Zine Paste Bandages 
of high quality 


DALZOBAND (1) Zinc Paste Bandage Unna's Paste type BPC 


DALZOBAND (2) Zinc Paste Bandage NHS DALZOBAND (3). Zinc Paste and 
Contains zinc oxide, glycerine, sterilized Ichthammol Bandage NHS 
refined glue, gum acacia, benzoic acid and - 
water. Has antiphlogistic, dehydrating and As Dalzoband (2) with the addition of 
cooling properties. Widely used for treating ichthammol 2%. For conditions of chronic 
phlebitis, oedema, eczema and chronic ulcer- dermatitis. Changed 7-14 days. 
ation—especially of the legs. 


DALZOBAND (4) c. Ichthammol and DALZOBAND (5) Urethane and Calamine 
Urethane = 
As Dalzoband (2) buc with ichthammol and As Dalzoband (2) plus urethane 2%, calamine 
5:757. Soothing, stimulating, ideal for 

urethane—each 2%. Antiseptic, deodorant. 
Excellent for dermatizis and itching eczema persistent senile eczema and _ ulceration. 


associated with varicose ulcers. Ideal for burns. Changed 1-6 weeks. 


DALMAS the House for Ambulatory Products of Quality since 1823 
DALMAS LIMITED - JUNIOR STREET - LEICESTER - Telephone 6526! (eight lines) 


as 


SURGICAL 
CORSETRY SERVICE 


An example of how successfully Spirella cares 
for figure defects and abnormal physical condi- 
tions. 

The Spirella way to health is the beautifying 
and comfortable way — by natural support, cor- 
rectly applied to the individual figure. 

There are Spirella Corsetieres everywhere, 
nearly 5,000 of them. Names and addresses can 
be ascertained from 


Spirella page advertisement in 
your Telephone Directory or from 
either of the addresses below. 


The 
SPIRELLA COMPANY OF GT. BRITAIN LIMITED 
LETCHWORTH, HERTS Telephone: Letchworth 159 


AND SPIRELLA HOUSE, OXFORD CIRCUS, LONDON, W.r 
3832/3/4/4/6 


Apphances supplied under the National Health Service 
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MALE HORMONE THERAPY 
WITH 


PERANDREN 


TESTOSTERONE CIBA AND ITS DERIVATIVES 


Available in forms to meet all requirements 


FORM DURATION OF EFFECT 
AMPOULES, 5, 10, 25, 50, Several DAYS 


and 100 mg. 


testosterone propionate B.P. in oil 


*CRYSTULES,’ 50 mg. Several WEEKS 
(testosterone propionate B.P. erystals 
in aqueous suspe mston 


IMPLANTS, 100 mg. Several MONTHS 


(testosterone propionate B.P.) 


*LINGUETS,’ 5, 10, 25 and For MAINTENANCE 


50 mg. Therapy 


methyl testosterone 


OINTMENT, 2 mg. /g. For LOCAL Inunction 


(testosterone B.P.C.) 
Literature available on request 
(** Perandren” and * Linguets” are registered Trade Marks) 


CIBA LABORATORIES LTD.. HORSHAM. SUSSEX 


Telephone : Horsham 1234 Telegrams ; Cibalabs Horsham 
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CLINICAL USES. To improve the nutritional state where circumstances 


prevent consumption of all the protective foods required. lo prevent 


hypochromic anzemia. ‘To guard against such complications as may have 
occurred in previous pregnancies as for example toxaemia, premature 


births, inability to breast feed and dental caries. 


% The recommended daily dose provides : 
vitamin A 2,000 1t.u., vitamin D 390 1.u., vitamin B, 0.6 mg. vitamin C 20 mg. 
vitamin E 1 mg., nicotinamide 25 mg., calc. phosph. 480 mg., ferr. sulph. exsic. 204 mg., 
iodine, manganese, copper, not less than 10 p.p.m. each. 


PREGNAVITE 


a single supplement for safer pregnancy 


Clinical sample and medical literature may be obtained on application to :— 


VITAMINS LIMITED (Dept. C24), UPPER MALL, LONDON, W.6 
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DOWN BROS. 


and 


MAYER & PHELPS, LTD. 


FLOWER’S EPISIOTOMY 
DIRECTOR 


This instrument enables obstet- 
ricians to place stitches before 
perineum is incised in medial 
lateral episiotomy. The retractor 
is placed in position, sutures 
passed between the director rod 
and its guard. the ends of the 
sutures are held in haemostats 
until delivery is completed. 


Vide: “An Episiotomy Direc- 
tor,” by N. Flower, Lancet, 
March 30th, 1946. 


DOWN BROS. and MAYER & PHELPS, LTD. 


SURGICAL INSTRUMENT MAKERS 


Head Office : 
92-94, BOROUGH HIGH STREET, LONDON, SE. 1. 


Showrooms: 


32-34, NEW CAVENDISH STREET, LONDON, W. 
TORONTO: 70 Grenville Street 
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in parturition 
In the routine management of labour quinine is useful in two ways: 


1. In small daily doses during the last weeks of pregnancy, quinine 


increases the response of the uterine muscle to the physiological 


stimulus from the posterior pituitary. 

Many practitioners find that quinine given in 
thisway shortens the first stage and increases 
the strength of uterine contractions while 
diminishing pain, especially in primipara. 
2. In the medical induction of labour, 
quinine and castor oil are among the safest 


and most effective measures. 


Literature on quinine in parturition gladly sent on request by the makers: 
Makers of quinine salts since 1823 


HOWARDS & SONS LTD. * ILFORD NEAR LONDON (EST. 1797) 
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SEX HORMONES 


When B.D.H. is specified the prescriber ensures that a 
product of the utmost reliability is supplied. The range of 
B.D.H. Sex Hormone Products completely covers the field 
in this branch of therapeutics. 


ANDROGENS 


Parenteral 
Testosterone Propionate* B.D.H. 
Oral or sublingual 
Methyl-testosterone B.D.H. 


PROGESTOGENS 


Parenteral 
Progestin B.D.H.* 
Oral or sublingual 
Ethisterone B.D.H. 


(ESTROGENS 


Parenteral 
Oestroform ’* 
Oral or sublingual 
Ethiny! Oistradiol B.D.H. ‘Estigyn’ 
Dieneestrol B.D.H. 
Sulbeestrol B.D.H. 
Hexeestrol B.D.H. 
* Oestroform’ Tablets 


GONADOTROPHINS 


Parenteral 


‘Gonan’ (Chorionic Gonadotrophin) 
Serogan’ (Serum Gonadotrophin) 


* Also available as pellets for implantation 
Literature 1s available on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
TELEPHONE : CLERKENWELL 3000 TELEGRAMS : TETRADOME TELEX LONDON 
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NOTICES 


THE JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BRITISH EMPIRE was established 
by a Private Limited Company in 1901. The capital was provided by a group of British 
Obstetricians and Gynaecologists, and the profits earned have been devoted to the 
In November 1950, the Journal was trans- 
Under the 


maintenance and improvement of the Journal. 
ferred by purchase to the Royal College of Obstetricians and Gynaecologists. 
new direction the previous policy will be maintained. 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. 
The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland and £2 15s. 
for the Dominions, Colonies and Foreign Countries. It is payable to the publishers. 


Books for review should be sent to the Editor. 
articles is reserved. 


The right of publication of all 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Moorings, North Chailey, Lewes, Sussex. They are accepted on the understanding 
that they are contributed to this Journal only. Authors are advised to keep a copy of all 
manuscripts. Proofs will be submitted to authors resident in the United Kingdom, but 
to avoid delay or loss the proofs of authors resident abroad will be corrected by the 
editorial staff, unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it is desirable that authors conform to the following 


conventions: 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon initia! capital and contraction for the genus 


copies) should be submitted. Italics in the 
text should be reserved for words in a 
foreign language and as little as possible 
used to indicate emphasis. 

Proper scientific names giving both genus 
and species should be italicized, with an 


only after a full spelling at the first mention, 
thus: 

Clostridium welchii followed by Cl. 
welchii; Bacterium coli—Bact. coli; Bacillus 
tuberculosis — B. tuberculosis; Corynebac- 
terium diphtheriae—C. diphtheriae. 


at 
3 ‘ 
‘ 


Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 

prove,” 
NOT 

“ Progress: Went downhill.” 


The author's name, his decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
thei. to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. 1, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on ar: 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., = 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor’s 
discretion, to contribute to the cost of repro- 
ducing half-tone or coloured plates. 


ABBREVIATIONS 


These should be avoided as far as possible. 
Thus “per cent” should be used instead of 
the symbol “ % ” and such forms as T.B., 
R.B.C., B.P., P.E.T., A.P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not c.c. or ¢.cm.); mg.; pounds (not Ib.); 
ounces (not 02z.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies, tumours, ete. 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 


ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 


In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (italics), edition, pub 
lisher and place of publication, page, thus: 


Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp., 2,128. 

Samson, P. (1940): Obstetrics for Midwives, 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 


Twenty-five reprints are supplied free of 
cost. An author may purchase additional 
reprints if he notifies the publishers on the 
form attached to the proof of his paper. 

Contributors from overseas should state 
the required number on their manuscript. 


: 


EXCERPTA MEDICA 
The International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine. 


OBSTETRICS AND GYNAECOLOGY 


SECTION X 


CONTENTS 

All articles appearing in journals devoted to obstetrics, gynaecology and 
endocrinology (the latter where applicable) are abstracted. In addition to 
abstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 


American Journal of Obstetrics and Gynecology. 
7 The Excerpta Medica appear in faultless English... .”’ 
Professor ]. P. Greenhill. 
- May I say that your Section X of Excerpta Medica is 
excellent . . . and I therefore cannot offer any suggestions for its 
improvement. I believe you and your co-editors are doing a 
magnificent job...°’ 
The subscription rate is 43 15s. per yearly volume of 600 pages, including an index 
classified both by author and subject. Write for a prospectus or specimen copy. 


Sole Distributors for Great Britain and the British Dominions: 


KE. & S. LIVINGSTONE, LTD., 16-17, TEVIOT PLACE, EDINBURGH, 1. 


ATLAS OF MAHFOUZ’S 
OBSTETRIC AND GYNAECOLOGICAL 
MUSEUM 


by 


NAGUIB PACHA MAHFOUZ 
M.Ch., F.R.C.O.G. (Hon.), F.R.C.P. Lond., F.R.C.S. Eng. (Hon.) 


Three volumes, containing over 200 plates in full colour and 

over 500 in black and white. Each plate is described in English, 

Arabic, French, German, Italian, Russian, Spanish. Three 
volumes. Strongly bound. Over 1200 pages 


Price per set, £9 9s. Od. net (Canada and the U.S. of America, $40, post free) 


The volumes are not sold separately 


JOHN SHERRATT AND SON, PUBLISHERS, ALTRINCHAM, ENGLAND 
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* TRADE MARK 


3 For Sulphonamide Therapy in B.Coli 
infections of the Urinary Tract. 


Urolucosil* is 2-sulphanilamido- 
5-methyl-1-thio-3:4-diazole. Each 
tablet contains O-1G. Urolucosil taken 

by mouth is rapidly absorbed from 

the small intestine, absorption being 

complete in from | to 2 hours. The blood concentration is low and 
Urolucosil is rapidly excreted in the urine; it is almost completely elimi- 
nated seven hours after ingestion. Urolucosil, in the recommended dose 
of O-1G. to O-2G, four-hourly, gives a urinary concentration of about 
20 mg. per 100 e.c. and appears almost exclusively in an active non- 


acetylated form. The high concentration in the urinary tract produced 
by so small a dose ensures a high measure of effectiveness against such 


organisms as B.coli, combined with a remarkable freedom from side 
effects. In contradistinction from normal practice with sulphonamides 
the rapid and high concentration of Urolucosil in the urinary tract 
demands a minimum fluid intake. 

INDICATIONS. In uncom- 


plicated infections due to 


B.coli and other organisms 
of the coliform 


group: 
acute cystitis, acute pye- 
litis, pyelonephritis, pye- 
litis of pregnaney. Urinary 


tract infections in children. 


Neurogenic bladder. 


PACKING 
Price to Medical Practitioners— bottles of 
25 tablets, 3.7 


bottles of 250 tablets, 29/3. 
Part 1, 51, SIV. Poison, not subject to 
Purchase Tax. 


FORMULA. Each tablet contains: 2-sulphani- 
lamido-5-methyl-1-thio-3 4-diazole. O-1G. 


PREPARATION HAS EVER BEEN 


William R WARNER and (. Ld Power Road,London UW 4, 


ADVERTISED To THE PUBLIC 
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For Obstetric 


Analgesia 


Clinical trials have demonstrated that the 
period of analgesia produced by morphine 
can be considerably extended if the base 
is administered in the form of mucate 
instead of the usual salts, such as tartrate 
or sulphate. 

In a preliminary trial of morphine mucate 
as an obstetric analgesic (Journal of 
Obstetrics and Gynecology of the British 
Empire, 1949, lvi, 53), this preparation was 
reported to be preferable to other salts of 
morphine ina variety of ante-natal and 
post-natal conditions, and to be suitable 
for premedication for Cvsarian section, 
The high success-rate (90 per cent.) and 
the low total failure-rate (4 per cent.) 
suggest that morphine mucate is worthy of 
extensive trial in obstetric practice. 
Hyperduric MORPHINE is a solution of 
morphine mucate and is issued in two 
strengths—} grain and 3} grain of morphine 


per c.c. 


Hyperdurte 


(Trade Mark) 


MORPHINE 
for P-R-O-L-O-N-G-E-D action 


MorPHINE gr. | (as mucate) in I c.c. 
Ampoules of | c.c. in boxes of 12 and 100 


MorPHINE gr. } (as mucate) in I c.c. 
Ampoules of | c.c. in boxes of 12 and 100 
Rubber-capped vials of 10 c.c. 


Literature on request. 


ALLEN & HANBURYS LTD: LONDON-: E-2 


TELEPHONE BISHOPSGATE 320/ (12 LINES). TELEGRAMS TREENBURYS, BETH, LONDON” 
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2 Co.’ is of proved value for = ‘TABLOID sano 
and there is evidence that its PETHIDINE 


labour by overcoming cervical 
HYDROCHLORIDE 


Hydrochloride ‘B. ' 


nd spasm, especially in primipare. 


“Safe arrival’? is the rule when Pethidine Hydro- 
chloride is used; neonatal depression or narcosis is infrequent = 
= ‘WELLCOME ’ 


and rarely serious. 
Tabloid’ brand products: 25 mgm. and 50 mgm., in — Injection of 

100 and 500; ‘Wellcome’ brand Injection, = 
PETHIDINE 

ampoules, each in boxes : 


of 50 c.c. = HYDROCHLORIDE 


“udber pped botties of 


C.c. 


of 12 and 100, and 


For obstetric analgesia 


PETHIDINE 


HYDROCHLORIDE 


BURROUGHS WELLCOME & CO. (The Wes-ome Foundation Ltd.) LONDON 
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Habit Tir 


REGULAR HABITS are undoubt- 
the 


movement 


edly basis of satisfactory 


bowel in the normal 


individual. 
changes in routine, during illness 


Unfortunately, with 


or convalescence, or due to rush 
of work and social activities, the 
habit time of bowel movement is 


often lost and constipation follows, 


Once lost this habit time is not 


easy to regain, but insistence on a 


regular effort and the provision oi 
sufficient bulk to stimulate peri- 
stalsis will do much to help in 
its recovery. 

*PETROLAGAR® provides soft 
bulk and achieves a comfortable 
bowel movement without griping. 
Gently but surely *PETROLAGAR’ 
helps the return to habit time. 

Issued in two varieties: Plain, 


and with Phenolphthalein. 


*PETROLAGAR® Emulsion 
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A New Highly-Soluble 
SULPHONAMIDE 


‘ Gantrisin’’ has proved of great therapeutic 
value in numerous clinical trials, covering 
the following indications : 


Urinary infections & Systemic infections 
due to the following : 


B. proteus Meningococci 
B. coli Pneumococci 
B. pyocyaneus Streptococci 
A. aerogenes Staph ylococ ci 


Paracolon, etc. H. influenzae, etc. 
, 


The chief advantages claimed are : 
High Solubility 
and consequently little danger of renal blocking 
Low toxicity 
and a low incidence of side-reactions 
No need for alkalis or extra fluids 
unless administered in exceptionally large doses 


Note: Prolonged massive treatment may be 


inady isable during pregnancy. 


Available under the trade-mark 


‘GANTRISIN’ | 


3:4-dimethyl- ¢-(p-aminobenzene-sulphonamido)-isoxazole 


in Tablets of o.§ g., issued in bottles of 20 and too 


tor further information please apply to The Medical Department 
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a “Hammock” 
for the 


growing uterus 


For the patient pictured 
on the left, para 1, in the 
8th month of pregnancy, 
a Spencer Support was 
prescribed to serve as a 
comfortable hammock” 
for the growing uterus, 
to safeguard posture, to 
relieve tired back, and to 
guard against strain and 
undue fatigue. The sup- 
port shown at right was 
specially designed to 
meet these medical indi- 
cations. 
Spencer will adequately meet the needs of YOUR maternity patients—-because each 
Spencer is individually designed, cut, and made for each patient. The co-ordination of 
support to lower abdomen and back induces better body mechanics, protects against 
back disturbances. 
If applied before the end of the 4th month, it may be easily adjusted by the patient for 
postpartum wear (to provide proper support for the relaxed abdomen and for 
muscles and ligaments of the pelvic joints). 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


BEWARE OF IMITATIONS. Spencer (Banbury) Ltd. regret the necessity of issuing 
warning to beware of copies and imitations. Look for the SPENCER LABEL stitched in 
the Spencer Support and ensure that it is a zenuine Spencer Support and not a so-called 
copy. 

Spencer copyright designs are original and distinctive and for more than 20 years have 
heen recognised by the Medical Profession as a symbol of effective control for abdomen, 
back and breasts. 

Appliances supplied under the National Health Service 


Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission of $(B)Ltd. 
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for operative and 
manipulative procedures 


VINESTHENE’ . 
+ vinyl ether commends 
short induct with no excitement or stri igeli ng — 
smooth anaesthesia — 
good muscular relaxation — 
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THE ANTIDIURETIC ACTIVITY OF SALINE EXTRACTS OF 
NORMAL AND TOXAEMIC PLACENTAS 
BY 
F. B. Byrom, M.D., F.R.A.C.P., M.R.C.P. 


Depariment of Experimental Medicine, St. Vincent's Hospital, 
Sydney, New South Wales. 


In 1937 Gilman and Goodman reported that 
the urine of dehydrated rats contained 
pituitary antidiuretic hormone. Soon 
afterwards Teel and Reid (1939), using the 
same technique, claimed that excessive 
amounts of the hormone were present in the 
urine in oedematous cases of pre-eclamptic 
toxaemia of pregnancy, an observation 
which seemed to provide, at last, direct 
support for Hofbauer’s (1918) pituitary 
hypothesis of eclampsia. 

In 1942 Ham and Landis confirmed the 
presence of an antidiuretic agent in urine, 
and also reported that saline extracts of 
toxaemic placentas were strongly anti- 
diuretic. The active agent, however, 
differed from pituitrin in three important 
respects. It did not diffuse through a 
cellophane membrane, it could be concen- 
trated by ultra-centrifuging and it did not 
increase the excretion of chloride by the 
test animal. Ham and Landis, therefore, 
concluded that the active substance was not 
pituitrin, but an unknown colloid. 

The present study began as an attempt to 
obtain more information about the new 


principle and after repeated, but unsuccess- 
ful, attempts to demonstrate significant anti- 
diuretic activity in urine from dehydrated 
rats and from patients with toxaemia of 
pregnancy, attention was concentrated on 
saline extracts of the placenta. Beyond 
confirming the presence and_ colloidal 
nature of the active agent, no significant 
progress was made, but it was noticed that 
the antidiuretic activity of placental ex- 
tracts was often meagre in toxaemia and, 
on the other hand, unexpectedly strong in 
normal pregnancy. Ham and Landis had 
necessarily used only a few placentas in 
in their very detailed studies, and the wide 
variations in antidiuretic activity reported 
in their paper suggested that the mean 
increase which they observed in toxaemia 
might have occurred by chance. It was; 
therefore, decided to examine a larger 
series Of toxaemic normal placentas. 


METHODS 


Placentas were obtained from the Royal 
Hospital for Women, Sydney. Within an 
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hour after delivery each toxaemic placenta 
and a control from the next normal labour 
were put in an ice box, transferred to the 
writer’s laboratory and processed as soon 
as possible. In preparing saline extracts 
the technique of Ham and Landis was 
followed exactly except in two respects. In 
the first place, a Waring Blendor, instead 
of an Eppenbach colloid mill, was used to 
extract the minced placenta. To avoid 
overheating, the Blendor was operated 
intermittently for  2-minute periods, 
separated by equal intervals during which 
the container was immersed in cold water, 
the whole operation lasting 30 minutes. 
Secondly, since cellophane tubing was not 
available, dialysing sacs were made from 
unvarnished cellophane, 0.0007 inch thick, 
which was found to be freely permeable to 
pituitrin. Sacs containing saline extracts of 
the toxaemic and control placentas were 
suspended from a rocker mechanism and 
immersed in running tap water from 3 to 5 
hours. Between dialysis_and assay the 
extracts were stored frozen on CO, snow. 
Antidiureti was performed on 
groups of 3 male rats, using Burn’s (1931) 
technique exactly as modified by Ham 
ind Landis. The resulting cumulative 
urinary excretion curve was plotted on 
millimetre squared paper, on which each 
centimetre of ordinate represented 0.4 ml. 
urine per roo g. of rat weight, and each 
centimetre of abscessa 10 minutes. The area 
swept by the curve was measured by 
planimeter and subtracted trom 110 square 
centimetres, the mean area obtained trom 
18 control rats which received water instead 
of placental extract. The value so obtained 
vave a rough measure of the antidiuretic 
activity of the test extracts, ranging from 
zero or negative figures, indicating absence 
of activity, to 110 cm.*, which represented 
complete suppression of urine during the 3 
hours of the test. 


assay 


RESULTS 

In all 65 pre-eclamptic, or eclamptic, 
placentas and 46 normal controls were 
examined, one normal sometimes serving 
as control for two toxaemic placentas 
received on the same day. The results are 
collected in the accompanying table. 
Groups A and B_ represent readings 
obtained from 47 toxaemic and 31 normal 
placentas, using saline extracts prepared 
exactly as described above. 

In 26 experiments the toxaemic placenta 
contained more, and in 21 experiments less 
antidiuretic material than the correspond- 
ing control. Both groups display extreme 
variations in activity and the mean titres and 
standard deviations are nearly identical. 

Since the relative efficiency of the 
extraction technique was unknown, 
samples of some of the dialysed extracts 
used in groups A and B were diluted with 
4 volumes of 0.2 per cent saline and 
additional assays were’ performed. The 
toxaemic extract more active than 
the control in only 11 out of 21 of these 
assays. The collected data (groups C and 
D) show an expected reduction in mean 
antidiuretic titre, but again there is no 
evidence that toxaemic extracts contain 
more antidiuretic material. 

While this study was in progress Dr. V. I. 
Krieger and Dr. Hildred Butler were inde- 
pendently examining the antidiuretic 
activity of toxaemia and normal urine at 
the Women’s Hospital, Melbourne. Early 
in 1949 these workers informed me that they 
had been unable to detect any significant 
difference in toxaemia and showed me 
evidence, since published (1951), which led 
them to conclude that bacterial contamina- 
tion was largely responsible for the anti- 
diuretic effects observed. This conclusion 
explained the failure of my own earlier 
attempts to recover antidiuretic material 
from rat and human urine, for in these 
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attempts I had feared that bacteria might 
destroy the ‘‘ pituitrin’’ present and had 
taken considerable precautions to prevent 
bacterial contamination and growth. 

In the case of placental extracts reason- 
able precautions were taken to minimize 
this danger, but in many cases the routine 
of dissection, mincing, extraction, centrifug- 
ing, filtering, and dialysis was started before 
the placenta had been completely chilled. 
Since this routine occupied from 6 to 8 
hours, significant bacterial growth could 
have occurred. 

In view of the conclusion of the 
Melbourne workers it was decided to adopt 
a more rigid antibacterial technique. Col- 
lection of placentas was expedited and on 
receipt all placentas, after removal of mem- 
branes and cord, were immediately frozen 
at —20°C., and minced while still partly 
frozen. The Blendor containers and 
all glassware were autoclaved before use, 
sterile saline was used for extraction, the 
extracts were stored frozen before and after 


TABLE 


Type of No. 


pregnancy 


Type of 
Group extract 


Saline, full 
strength 


A Toxaemic 


Saline, full 
strength 


Normal 


Saline, 
diluted 1.5 


Toxaemic 


Normal Saline, 


diluted 1.5 
Saline, full 
strength* 


Toxaemic 


Saline, full 
strength* 


Normal 


15 


placentas 


47 


dialysis, and dialysis was conducted in 
melting ice. In most cases rough bacterial 
counts were made on the test fluid. 

The effect of these additional precautions 
is shown in the Table (Groups E and F). 
The toxaemic extracts contained more anti- 
diuretic material in 10 of 18 experiments. 
Antidiuretic activity is still present in widely 
varying degree and once more there is no 
evidence that toxaemic extracts are unduly 
active. Comparison with Groups A and B, 
however, shows that the mean antidiuretic 
activity in both toxic and control groups 
has been sharply reduced. It therefore 
seems reasonable to attribute the extra 
activity observed in Groups A and B to 
bacterial growth and it remains to decide 
to what extent the appreciable antidiuretic 
activity in Groups E and F can be similiarly 
explained. Bacterial counts on these last 
extracts showed that, in spite of all pre- 
cautions, variable and often considerable 
contamination was still present, presumably 
acquired during delivery of the placenta. 


of 


Range Mean deviation 


+ 73-4 


25.0 


4 


10g 


* Processed with additional precautions indicated in text. 
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Antidiuretic Activity of Saline Extracts of Normal and Toxaemic placentas : 
Antidiuretic activity (cm.*) 
= Standard 
B 31 + 74-7 25.2 
23 21< + 99 + 36.2 23.2 
D 20 <+ 89 + 33.0 29.2 
\ ‘ 
E [| 18 2<+ 85 + 42.1 29.4 3 
F +9 <+ 77 + 38.2 30.4 


4 
No clear correlation could be demonstrated 
between the concentration of bacteria and 
the degree of antidiuretic activity in this 
small series, possibly because of the large 
errors associated with both measurements, 
but it was observed that the three strongest 
antidiuretic effects were obtained with 
extracts in which bacteria were too 
numerous to be counted. 

Since it has not been practicable in this 
study to prepare bacteria-free extracts of 
placenta, the possibility that the placenta 
may contain specific antidiuretic substances 
cannot be excluded. Nevertheless it is 
clear that the antidiuretic effects observed 
are mainly, if not entirely, bacterial in 
origin. The present results are therefore 


entirely in harmony with the conclusion in 
Krieger, et al., that unsuspected bacterial 
contamination of test material commonly 
causes gross positive errors in antidiuretic 
assays, a conclusion which goes far towards 
explaining the discordant results reported 


in this field during the past 20 years. 


SUMMARY 
Saline extracts of placentas display anti- 
diuretic activity in widely varying degree. 
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The mean antidiuretic titre of such 
extracts is not significantly altered in 
pre-eclampsia. , 

Bacterial contamination as suggested by 
Kreiger, Butler and Kilvington is largely, 
if not wholly, responsible for the observed 
antidiuretic activity. 


The writer is indebted to Dr. B. Basil- 
Jones and the staff of the Royal Hospital 
for Women, Sydney, for active co-opera- 
tion in providing material, to Mr. A. G. 
Wilkins for technical assistance, and to the 
National Health and Medical Research 
Council for a grant towards expenses. 
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ANTIDIURETIC SUBSTANCE IN THE URINE DURING PREGNANCY 
AND ITS FREQUENT ASSOCIATION WITH BACTERIAL GROWTH* 


BY 


Vera I. KrigGer, D.Sc., F.A.C.1. 
Chief Biochemist 


HILDRED M. BuTLER, D.Sc. 
Chief Bacteriologist, The Women’s Hospital, Melbourne 


AND 


T. B. Ki_vineton, M.Sc. 
The University, Melbourne 


TEEL and Reid (1939) were the first to report 
an antidiuretic substance in the urine of 
women suffering from the severe toxaemias 
of pregnancy. They considered this sub- 
stance to be of pituitary origin and to be 
associated with the state of water retention 
frequently found in the acute stages of the 
toxaemias. 

Krieger and Kilvington (1940) working 
in this laboratory reported that there were 
small but detectable amounts of antidiuretic 
substance in the urine of non-pregnant 
and normal pregnant women and greatly 
increased quantities in the urine of 
women with severe pre-eclampsia and 
eclampsia. A modification in the in- 
terpretation of these results (1946) 
led to the conclusion that significant 
amounts of antidiuretic substances are 
excreted in the urine of eclamptic and pre- 
eclamptic patients only. These conclusions 
were based on the results of assays of 
100 ml. of urine. 

An extension: of these investigations 
showed that, in serial assays of the urine of 
eclamptics carried out over several days, 


* This work was made possible by a grant from 
the National Health and Medical Research Council 
of Australia. 


the amount of antidiuretic substance in the 
urine frequently increased and_ then 


decreased rapidly. In many instances this 
fall coincided with decrease in oedema and 
an associated excretion of large volumes of 
urine. This suggested that the decrease in 


activity might be simply the effect of dilu- 
tion, and that assays of urine collected over 
a standard period of time and reduced to 
constant volume would give a more reliable 
index of the amount of antidiuretic sub- 
stance excreted. 

The original purpose of the experiments 
we are now reporting was to determine 
whether we could detect a greater amount 
of antidiuretic substance in the urine during 
toxaemic pregnancy than during normal 
pregnancy if the urine was collected over a 
definite period of time and concentrated to 
a standard volume. 


Estimation of antidiuretic substance 
excreted in a standard period of time. 
The total amount of urine excreted 
during a period of 24 hours by normal and 
toxaemic pregnant women was collected in 
4 6-hourly volumes. Each specimen was 
tested for albumin and this, if present, was 
precipitated by heating the faintly acidified 
solutions to boiling point. After dialysis of 
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the filtrate to remove urea and sodium 
chloride it was concentrated to a standard 
volume of 10 ml. The method of dialysis 
was similar to that described previously ; 
Krieger and Kilvington (1940), with slight 
modifications. Volumes not exceeding 
250 ml. of protein-free urine were poured 
through a small glass tube with a piece of 
rubber tubing at its lower end, which was 
inserted between the cellophane bag and 
neck of a small Florence flask filled with 
water. (See Figs. rand 2.) The bag was 


GRAPH I 
ANTIDIURETIC SUBSTANCE 
CONSECUTIVE >IX HOURLY SPECIMENS URINE 
NORMAL PREGNANT PATIENT 
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immersed in a large vessel containing 
distilled water which was replaced every 3 
hours. A small rubber catheter passing 
through the side arm into the fluid was used 
to remove samples for testing for chloride 
and urea. Since larger volumes of urine 
were dialysed in each bag in the present 
experiments, the time to obtain chloride- 
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and urea-free fluid was increased from 3 to 
sometimes longer than 24 hours. The 
chloride-urea-free fluid was concentrated 
to dryness by vacuum distillation at 80°C. 
The residue was dissolved in sterile, twice 
distilled water from glass and diluted to 
1oml. After centrifugation, the super- 
natant fluid was placed in sterile stoppered 
tubes and stored in the ice box until re- 
quired. 

These concentrates were assayed by 
Burn’s method (1931) in which inhibition ot 
water diuresis is detected by comparing the 
urinary excretion of 4 mature male rats 
injected with the solution to be assayed with 
that of 4 control rats. 

Groups of 8 rats, which each weighed 
approximately 250 g., received no food 
after 5 p.m. on the day preceding the 
test but had free access to water. Four ot 
each group received 12 ml. of water at 
38 C. by catheter into the stomach and an 
injection of 0.5 ml. of urine concentrate, 
neutralized with sodium carbonate solution, 
into a vein in the tail. The other 4, which 
served as controls, ingested equivalent 
amounts of water but each received an 
intravenous injection of 0.5 ml. of isotonic 
sterile saline. 

Each batch of rats was then placed in a 
cage with a fine wire mesh base supported 
in a large funnel coated with a film of bile 
salt solution to ensure that the urine voided 
would pass into the receiving burette 
instead of collecting in droplets on the 
surface of the funnel. The total volume ot 
urine excreted was measured at 15-minute 
intervals for 2} hours, and then every 30 
minutes for a further 2} hours. The total 
volumes of urine for each set of rats were 
then graphed against the time. The differ- 
ence in the areas subtended by these graphs 
was measured. Areas of at least 5.6 square 
inches indicated a significant antidiuretic 
effect. 
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GRAPH 2 
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In all, some 1,100 specimens of urine 
were assayed. These were obtained from 
(i) normal pregnant women throughout 
labour and for several days postpartum, 
(ii) eclamptic and pre-eclamptic women 
from the time of admission (i.e. before or 
during labour) until at least the 5th day 
postpartum. 

Correlation of the results of these assays 
revealed a number of facts which cast 
doubt upon the idea that antidiuretic sub- 
stance was found only in the urine of 
eclamptic pre-eclamptic women. 
These fincings may be summarized as 
follows: (i) significant amounts of anti- 
diuretic substance were recoverable with 
equal frequency from the specimens in each 
group (ii) there was little or no difference in 
the amount found in urine collected before 
and after delivery; (iii) there were recurrent 


2 3 4 
DAYS (P-P-) 


fluctuations in the amounts of antidiuretic 
substance present in each 24 hours (see 
Graphs 1 and 2); (iv) considerable fluctua- 
tions in the amounts were detected in each 
of the 4 6-hourly specimens examined each 
day both during pregnancy and for at least 
8 days postpartum; (v) the amount of 
antidiuretic substance detected was inde- 
pendent of the volume of urine voided ove1 
a given period of time. 

The persistence of large amounts of anti- 
diuretic substance for as long as & days 
postpartum made it necessary to examine 
a series Of similar specimens from non- 
pregnant women. In these experiments, 
also, large amounts of antidiuretic sub- 
stances were detected (see Graph 3). 

Finally assays were carried out on con- 
secutive 6-hourly specimens of urine from 
men (see Graph 4). The results showed 
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GRAPH 3 
ANTIDIURETIC SUBSTANCE 
CONSECUTIVE Sid HOURLY SPECIMENS URINE 
NORMAL NON-PREGNANT FEMALE PATIENT 
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that nearly 50 per cent of these specimens 
contained significant amounts of anti- 
diuretic substance (Table I). 


TaBLe I 
Comparison of the Occurrence of Antidiuretic 
Substance in Human Urine. 


Antidiuretic 
hormone 
Total 

number 

ot assays 


Absent 
per cent 


Present 
Source of uritie per cent 
Males 51 47 
Non-pregnant females 187 46 
During pregnancy 
Normal pregnant 
Eclampsia and 

pre-eclampsia 


Postpartum 

Normal pregnant 

Eclampsia and 
pre-eclampsia 


Reference to Table I shows that anti- 
diuretic substance was found rather more 
frequently in urine obtained during and 
after normal pregnancy than in that from 
non-pregnant women or from men. It was 
detected still more often in the urine of 
patients with eclampsia and pre-eclampsia 
both during pregnancy and postpartum. 

The frequency with which antidiuretic 
substance occurred in the urine of males, 
non-pregnant females and normal pregnant 
women was quite unexpected and was in 
conflict with our earlier findings as well as 
those of other workers. It seemed possible 
that some extraneous factors might be 
contributing an antidiuretic effect. 

During these assays for antidiuretic sub- 
stance we noted that many urinary extracts 
appeared to be very toxic, the animals were 
very uneasy and frequently had con- 
vulsive seizures when disturbed, in some 
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instances culminating in the death of the 
test rate. Robinson and Farr (1940) 
had already reported toxicity in some of 
their concentrates. It was thought that 
postmortem examination of rats which died 
during the period of assay might provide a 
lead as to the nature of a possibly toxic 
antidiuretic substance not of pituitary 
origin. 

Postmortem Findings in Rats. 

Any rats which died within 5 hours of 
injection of urinary concentrates were 
carefully examined postmortem. Practic- 
ally all organs appeared to be normal but 
liver lesions were observed in some cases. 
It was then thought that rats which showed 
toxic symptoms after receiving injections 
and which survived for at least 24 hours 
might show more clearly demonstrable liver 
damage than those which died within the 
5 hours and that, even in rats with no 
symptoms beyond an antidiuretic effect as 
the result of the injection, some liver 
damage might be observed after the lapse 
of 24 hours. In subsequent experiments 
one of the survivors from each group of 
animals with suppression of urine was killed 
at the end of 24 hours. The livers from 
these animals and those from any which 
died within this period were examined 
microscopically. 

Pathological lesions were surprisingly few 
and were not correlated with the animal’s 
symptoms during the course of the assays. 
Lesions were found in only 3 of the 22 
specimens from rats with symptoms and in 
11 of the 76 specimens from rats which had 
not shown any symptoms. The liver lesions 
included areas of necrosis and either 
capsular, subcapsular or periportal haemor- 
rhages. 

These changes in the liver and also the 
convulsions were identical with those pre- 
viously observed by one of us (H.M.B.) 
following the injection of filtrates of 


Bacterium coli cultures into guinea pigs. 
This similarity suggested that the toxicity 
of the urinary extracts might be due to the 
presence of substances produced by 
bacterial contamination of the specimens 
rather than to the action of the antidiuretic 
hormone. 


The Effect of Bacterial Growth. 

In the previous assays for antidiuretic 
substance no precautions were taken to 
prevent bacterial contamination during 
the collection of the urine specimens. In 
addition, since some time frequently 
elapsed before the specimens were pro- 
cessed there was excellent opportunity for 
bacterial growth. It was therefore decided 
to investigate the effect of allowing B. coli 
to multiply in urine before it was concen- 
trated for the assay of antidiuretic sub- 
stance. 

Approximately 2 litres of urine obtained 
from non-pregnant healthy women was 
Seitz-filtered immediately after collection 
and equal volumes transferred to two sterile 
flasks. One portion was inoculated with 
B. coli and both were let stand for 48 hours 
at room temperature. They were then 
dialysed and concentrated in the way pre- 
viously described and finally assayed for 
antidiuretic substance using rats as the 
test animals. 

In 3 such experiments there was no 
significant difference in the effects produced 
in rats by urine inoculated with B. coli as 
compared with uninoculated urine. In the 
first experiment one of the rats injected with 
concentrate from the urine inoculated with 
B. coli died; the control animals which had 
received concentrate prepared from the 
uninoculated urine samples suffered from 
diarrhoea. In the second experiment both 
sets of rats had diarrhoea and in the third 
both sets were unaffected. 

Although these concentrates were rela- 
tively non-toxic both those prepared from 


{ 
Hoy 


the inoculated and uninoculated urines 
produced a considerable antidiuretic effect. 
This was unexpected since the specimens 
were obtained from healthy non-pregnant 
young women and therefore should have 
been relatively free trom antidiuretic 
substance, 

In spite of the fact that this effect 
appeared to be independent of the inocu- 
lation of the original urine sample with 
B. coli we decided to investigate further the 
possibility that the unexpected antidiuretic 
effect might be bacterial in origin since it 
seemed to us that contamination could 
easily occur during dialysis. On investiga- 
tion we found that, when no special pre- 
cautions were taken to prevent bacterial 
vrowth during processing, B. coli and other 
organisms were present at the end of the 
dialysis period even when the original 
sample had been sterile. 


Association of Antidiuretic Activity with 
Bacterial Growth. 

Asa preliminary to investigating the pos- 
sible association of antidiuretic effects with 
bacterial growth it was necessary to 
eliminate coutamination during dialysis. 
In an attempt to do this the cellophane bags 
and all fittings were autoclaved. Since this 
procedure was only partly successful it was 
necessary to institute a more comprehensive 
check of sterility. 

Pooled specimens of urine, which would 
be expected to contain only small amounts 
of antidiuretic substance, were  Seitz- 
filtered before the organisms present had 
time to multiply. Equal volumes were 
transterred to 2 sterile flasks, one of which 
was then inoculated with B. coli. Both 
flasks were allowed to stand at room tem- 
perature for 2 days. Samples were then 
withdrawn for bacterial check and the 
remainder was immediately transferred to 
the dialysis bags and processed with pre- 
cautions for maintaining sterility. Samples 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


were withdrawn daily from both dialysing 
bags and were examined for the presence ot 
bacteria. When the specimens were free 


trom chloride and urea they were concen- 
trated and assayed in the usual way. 


In 13 out of 27 pairs of experiments 
sterility was maintained in the control. In 
7 out of these 13 experiments significant 
amounts of antidiuretic substance were 
detected in the inoculated sample but not 
in the control; in 3 antidiuretic substance 
was present in both specimens, in each 
instance a larger amount was present in the 
inoculated sample. In the remaining 3 
no antidiuretic substance was detected in 
either specimen. 

Since the growth of B. coli in urine was 
not always associated with the production 
of an antidiuretic substance a number ot 
strains were tested to determine whether 
this was a property possessed by some 
strains only. For this purpose the strains 
were grown in Wright’s broth, since the 
profuse growth which occurred in_ this 
medium enabled us to detect antidiuretic 
substance in unconcentrated culture 
filtrates. 

Fifteen strains were grown in broth for 2 
days, the resulting cultures centrifuged, and 
the supernatant fluid Seitz-filtered. One 
millimetre of filtrate was injected into each 
of 4 rats which had received 5 per cent ot 
the body weight of water by stomach 
tube. The control rats were injected with 
1 ml. of the same batch of broth which had 
been incubated for 2 days and Seitz- 
filtered at the same time as the culture. In 
no instance did the injection of the broth 
alone produce antidiuretic effect. Assay of 
the culture filtrates showed that 7 of the 15 
strains had produced significant amounts 
of antidiuretic substance (see Table II). 
Six of these 15 strains were retested one 
month later. Of the 5 strains which had 
given a positive result with the first test, 
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II 


Production of antidiuretic substance* by Bacterium coli (Human strain) 
when grown in broth 


Broth cultures 
Assay (5) 
(cultures grown 
Assay (1) Assay ( Assay (3) Assay (4) 5 months later) 
Og ( 6.7 
9.0 


Strains 


A 


dead 


dead 


*Antidiuretic activity assessed by measuring in square inches the 
area difference subtended by graphs obtained when the total volumes of 


urine excreted by control rats and by treated rats over a period of 5 


hours are plotted against time. 
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only I gave a significant effect when 
retested. 

The 6th strain, which had produced no 
antidiuresis in rats on the first occasion, 
gave a strongly positive result when 
retested. 

To determine whether these discrepancies 
were due to alteration in the bacterial strain, 
or to varying susceptibility of the test 
animals or to differences in the batches of 
broth medium we carried out the following 
experiments with strains “‘A’’ and“ J.”’ 
These were selected for further study 
because strain ‘‘A’’ had given identical 
results in both assays and strain “* J ’’ had 
given strikingly divergent results. The 
strains were retested twice using the same 
batch of broth as had been used in the 
second assay. The results of the assays 
which were carried out in triplicate are 
given in Table II. That only one set of 
triplicates were in agreement under these 
conditions suggests that variation in rat 
susceptibility was the most likely explana- 
tion. This was borne out by further experi- 
ments 5 months later in which 12 of the 
original strains were re-assayed in tripli- 
cate. As can be seen from Table II the 
3 assays gave consistent results with half 
the strains (A, E, F, G, J, L), but with the 
other 6 (B, H, K, M, N, O) there were 
great discrepancies. 

Assays of culture filtrates of coliform 
organisms isolated from rat faeces were 
also carried out. Strains isolated from 7 
different specimens of rat faeces were 
grown in Wright’s broth for 2 days, the 
cultures centrifuged and the supernatant 
fluid Seitz-filtered. The filtrates were tested 
in the same way as those from cultures of 
the human strains; 4 of the g assays were 
carried out in triplicate with excellent 
agreement in each set. Two of these fil- 
trates (Nos. 4 and 7) produced an anti- 
diuretic effect in rats (Table ITT). 


From these experiments it appears 


certain that some strains of B. coli produce 
an antidiuretic substance when grown in 
broth or urine. In the light of these results 
it seemed probable that some of our earlier 
findings of antidiuretic substance in the 
urine were due to bacterial growth since no 
precautions were taken to prevent con- 
tamination either during collection or pro- 
cessing of the urine. 


Re-investigation of the Urine of Eclamptic 
Patients. 

In view of the doubt as to the validity of 
our earlier findings in eclampsia it was 
necessary to assay the urine from a further 
series of such patients using a technique 
which excluded bacterial growth. As it was 
impossible to obtain these specimens by 
catheterization it was essential to control 

III 


Production of Antidiuretic Substance* by 
Bacterium coli (rat strain) when grown in broth. 


Broth cultures 
Strains Assay 


I 


* Antidiuretic activity assessed by measuring in 
square inches the area differences subtended by 
graphs obtained when the total volumes of urine 
excreted by control rats and by treated rats over a 
period of 5 hours are plotted against time. 
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bacterial growth during the period between 
the voiding of the specimens and its being 
processed. Since benzoic acid is relatively 
non-toxic for rats is was decided to use this 
bacteriostatic agent in an attempt to control 
bacterial growth. In these experiments the 
urine was collected in sterile bottles con- 
taining sodium benzoate, which was also 
used in water surrounding the dialysing 
bags. In detail the technique was as 
follows: 

Each 6-hourly specimen of urine was 
tested for albumin which, if present, was 
removed by bringing the solution to the 
boil after faintly acidifying with acetic 
acid. The filtrate, after removing the albu- 
min, was acidified to Congo-red paper with 
hydrochloric acid to precipitate the benzoic 
acid, which was immediately filtered 
off through a coarse pleated filter paper to 
allow no time for adsorption of antidiuretic 
substance. This filtrate was then brought 
to the boil in a plugged Erlenmeyer flask 
and, after cooling, was dialyzed in sterile 
cellophane bags in distilled water contain- 
ing sodium benzoate. All specimens were 
tested at the completion of dialysis for the 
presence of bacteria. 

Assays were carried out on 27 6-hourly 
specimens of urine collected from 3 patients 
for periods ranging from 3 to 14 days. Ten 
specimens were found to be sterile at the 
completion of dialysis but slight contamina- 
tion with air borne organisms had occurred 


in the remainder. Only 2 out of the 27 
specimens contained antidiuretic sub- 
stance and, although both were con- 


taminated, the extent was no greater than 
in the other 15 similarly contaminated 
specimens which failed to give a positive 
result. The 2 samples containing anti- 
diuretic substance were obtained from the 
same patient and both had been collected 
in the antepartum period when the 
toxaemia was at its height (see Table IV, 
patient No. 1). Assays on extracts from 
pooled benzoic residues proved that no 
antidiuretic substance was removed with the 
precipitate of the benzoic acid. 

In addition to its use as a bacteriostatic, 
we used benzoic acid as an adsorbing agent 
in an attempt to avoid the long dialysis 
period and so remove one opportunity of 
contamination. Benzoic acid has_ been 
successfully used in adsorbing antigens 
from pollen extracts by Sutherland (1942) 
and is particularly valuable because of the 
ease with which it may be removed by 
acetone leaving the adsorbed material on 
the filtering medium. 

Preliminary experiments had shown that 
a substance possessing antidiuretic proper- 
ties was adsorbed if benzoic acid remained 
in contact for some time with the urines 
from eclamptic patients or from Zeits- 
filtered urine in which B. coli had been 
allowed to multiply. The adsorption 
appeared to be incomplete since there was 


TABLE IV. 
Assays for antidiuretic substance in preparations from serial 6-hourly specimens 


of urine from eclamptic women. 


Patient _ 
number I 2 3 4 5 6 7 


Assay number 


Area differences in square inches 


I 63 372 36 38 26 83° 22 70 24 
1.0 1.6 —ve 
3 3.5% 00 OF 1.5 —Ve oO. 2.6* 

“Sterile. No B. coli but some airborne contaminants detected in the other specimens at the 


completion of dialysis. 
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still an appreciable amount in the urine 
after removal of the benzoic acid precipi- 


tate. 

Adsorption of antidiuretic substance by 
benzoic acid was applied to a series of 
6-hourly specimens from 11 eclamptic 


patients. For these experiments samples 
of urine were collected in sterile bottles 
containing sodium benzoate. Albumin was 
removed as described in previous experi- 
ments. The albumin-free filtrate was acidi- 
fied to Congo-red paper by the addition of 
hydrochloric acid to precipitate the benzoic 
acid. The mixture was then allowed to 
stand for 24 hours to give adequate time 
for adsorption of any antidiuretic substance 
which might be present. The benzoic acid, 
after removal by filtration on a Buchner 
funnel, was dissolved by washing with 
acetone. The filter paper and residue were 
dried at 37 C. till all traces of acetone 
were removed, then macerated with a 
suitable volume of saline and, after centri- 
fuging, the supernatant fluid was assayed 
in rats. 

One hundred and sixty-nine specimens of 
urine from 11 eclamptic patients were 
treated in this manner. As can be seen in 
Table V antidiuretic substance was detected 
in only 4 specimens, all of which were 
obtained during the puerperium of patient 
No. II. 

If antidiuretic usually 
present in the urine of eclamptic patients 
one would expect to have detected it in the 
urine of more than 1 patient in II, even 
though the method employed was _ not 
strictly quantitative. 

Thus in both series in which bacterial 
growth in the urine was kept to a minimum 
we failed to find antidiuretic substance in 
a significant number of specimens collected 
before, during and after delivery. In view 
of these finding it is unlikely that there is 
any significant correlation between the 


substance is 


occurrence of eclampsia and the presence 
of antidiuretic substance in the urine. 


DISCUSSION 


The results of the experiments recorded in 
this paper show that cell-free filtrates from 
cultures of some strains of B. colt in nutrient 
broth or human urine produce a substance 
capable of causing antidiuretic effects in 
rats. We think that this finding of a 
bacterial antidiuretic substance explains the 
fluctuations in the amount found in con- 
secutive 6-hourly samples of urine col- 
lected during pregnancy and the puer- 
perium. In these experiments the length of 
time between collection processing 
differed greatly so that the opportunity for 
bacterial multiplication varied from 
specimen to specimen. It is probable that 
the unexpected positive results in assays of 
the control urine specimens obtained from 
non-pregnant women and from males 
may also be explained on this basis. 

Further, we are of the opinion that our 
previous reports (1940, 1946) of high con- 
centration of antidiuretic substance in the 
urine of toxaemic patients may also be open 
to question on the grounds of the oppor- 
tunity for the growth of B. coli. In these 
publications significant antidiuretic effects 
were reported in a series of assays on urine 
specimens from 18 eclamptic and 14 pre- 
eclamptic patients. Eleven of the former 
and 3 of the latter produced significant 
antidiuretic effects in rats. No significant 
results were obtained in assays of urine 
irom a group of 26 controls consisting of 
non-pregnant as well as normal pregnant 
women, Consideration of the conditions 
under which the earlier work was done, 
showed that the opportunity for contamina- 
tion of the urine samples was much less in 
the control group. The urines from the 
control patients were collected on the morn- 
ing of the day on which they were dialysed 
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but, in the case of eclamptic and _ pre- 
eclamptic patients, it was the practice to 
assay the first specimen of urine obtained 
after the patients’ admission to hospital. 
Owing to the distance between the hospital 
and the laboratory at the university where 
the work was done, this meant that speci- 
mens collected after 10 a.m, had to remain 
at the hospital until ro a.m. on the following 
day. Atthis time, also, the specimens were 
kept at room temperature since refrigera- 
tion space was not available. Thus there 
was adequate time for multiplication of 
contaminating bacteria. In specimens 
collected over the weekend the conditions 
were even more favourable for bacterial 
growth. 

There was also the additional factor that 
the control urines were collected from 
healthy individuals without symptoms of 
urinary infection, whereas a re-examina- 
tion of the histories of the eclamptic 
5 of them suf- 


patients showed that 
fered from a urinary tract infection due 


to B. coli. It is significant that all but 2 
of the specimens from the eclamptic 
patients, which were previously reported 
as showing antidiuretic substance, were 
either collected from patients suffering from 
urinary infection, or the specimen assayed 
was voided and had stood more than 20 
hours at room temperature betore proces- 
sing. Unfortunately we were not able to 
make a similar survey for the pre-eclamptic 
group as the histories available lacked the 
relevant details. 

The antidiuretic substance detected in 
urine by other workers may also have been 
due to bacterial contamination. Thus Teel 
and Reid (1939) in describing their method 
state that urine was collected free from 
faecal contamination. This may or may 
not have meant free from faecal bacteria. 
As in our own earlier experiments, there is 
at least the possibility that the processing 
of specimens from such patients would not 
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commence on the day they were collected. 
On the other hand in their section dealing 
with normal pregnant patients they stated 
that most of the specimens assayed were the 
early morning ones which would suggest 
that at least the 3-hour dialysis period used 
in their experiments would be carried out 
on the day of the collection. In addition, 
these workers reported day to day variation 
in antidiuretic response’’ in several 
patients with pre-eclampsia. Judging by 
our experience this also could have been 
due to varying degrees of bacterial con- 
tamination of the specimens. 


Similarly the results of Robinson and 
Farr (1940) may have been due to bacterial 
action since they assayed 24-hour speci- 
mens of urine and there is no indication that 
the urine was collected by catheter. Their 
further observation that serial tests on 
several patients could not be run because 
of toxicity of the urine concentrate strongly 
suggests bacterial contamination. They 
were ‘‘ unable to relate this toxic effect to 
the patient’s disease, clinical condition or 
to previous injection of the rats.’’ In our 
experience this toxicity is only encountered 
when bacterial contamination of the urine 
has occurred. 

In chemical assays of urine collected over 
any lengthy period the necessity for check- 
ing bacterial growth which might destroy 
the substance under test has usually been 
recognized, as we have already shown in 
nother paper (1950). But in biological 
assays this precaution is often neglected, 
probably because of the difficulty in select- 
ing an antiseptic which is not toxic to the 
testanimals. Yet this precaution is doubly 
necessary in biological work for, in addition 
to the possibility of destruction by bacterial 
action of the substance being assayed, 
these experiments show that the products of 
bacterial growth may give in the test 
animal effects similar to those produced by 
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the physiological substance under investi- 
gation. 


SUMMARY 

Using Burn’s method of assay in rats it 
was found that antidiuretic substance could 
be detected in 6-hourly specimens of urine 
not only from women suffering from the 
toxaemias of pregnancy but also in similar 
specimens from normal pregnant and non- 
pregnant women and from men. These 
findings were not in keeping with the idea 
that the presence of antidiuretic substance 
in the urine was characteristic of the 
toxaemias. 

The toxicity of some urine concentrates 
and the results of postmortem examinations 
of rats which died or were killed, during or 
immediately following the assays, sug- 
gested that these antidiuretic effects might 
be the result of the growth of contaminating 
B. coli in the urine specimens and there- 


fore could not be accepted as evidence of the 
excretion of antidiuretic pituitary sub- 
stance. 

In order to test this hypothesis 2 litres of 


Seitz-filtered urine from non-pregnant 
women were divided into equal parts and 
one part was inoculated with B. coli. Both 
specimens were left at room temperature 
for 2 days before processing and assaying. 
In 7 out of 13 experiments, in which sterility 
was maintained in the control, significant 
amounts of antidiuretic substance were 
detected in the inoculated sample but not 
in the other; in 3 antidiuretic substance 
was present in both specimens, in each 
instance a larger amount being present in 
the inoculated one. In the remaining 3 no 
antidiuretic substance was detected in either 
specimen. 


It therefore became necessary to assay 
a turther series of urines from eclamptic 
patients taking adequate precautions to 
prevent bacterial multiplication after col- 
lection of the specimen and _ during 
processing. In this series only 6 out of 196 
specimens of urine from 14 eclamptic 
patients showed the presence of anti- 
diuretic substance. 

Re-examination of the experiments 
reported in our earlier publication in which 
antidiuretic substance was detected in the 
urine of patients suffering from eclampsia 
and pre-eclampsia, but not that from non- 
pregnant women, showed that the oppor- 
tunity for bacterial growth was much less 
in the control specimens than in those 
from toxaemic patients. In view of these 
findings it is considered unlikely that anti- 
diuretic substance of pituitary origin can 
be regularly detected in the urine of toxae- 
mic patients. 


Our thanks are due to the Nursing Staff 
of the Women’s Hospital for the collection 
of specimens from the normal and toxaemic 
patients and to Dr. John Curtis of the Royal 
Melbourne Hospital for supplying the 
specimens from male patients. 
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THERAPEUTIC EFFECT OF SUBSEQUENT PREGNANCY IN 
SIMMONDS’ DISEASE 
Case Report 


Tue frequency of necrosis of the anterior 
lobe of pituitary following postpartum 
collapse is now a well-established fact. 

The extent of damage and the subse- 
quent symptomatology are very variable 
however. A few may exhibit 
clinical picture resembling that reported 
originally by Simmonds, but in the 
majority of cases anterior pituitary insut- 
ficiency is the only térm which will 
adequately cover the condition in all its 
manitestations. A very tull review of the 
Variations in symptomatology of this con- 
dition has been given by Sheehan and 
Summers (1949). 

The diagnosis of anterior pituitary insuf- 
ficiency depends upon a combination of 
clinical observation and _ confirmatory 
laboratory tests. The commonest symp- 
tom is amenorrhoea following a delivery 
complicated by haemorrhage. Associated 
with this may be lassitude, a feeling of 
cold, of libido and slow mental 
reaction. Of signs, the most frequent are 
absence of lactation, genital atrophy, 
alteration in the facies and disappearance 
of pubie and axillary hair. Many labora- 
tory tests have been advocated but only 3 
appear to be of material value. The basal 
metabolic rate is frequently lowered; there 
is an increased sensitivity to insulin; and 
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the output of is 
diminished. 

Treatment of this condition is largely 
symptomatic, Substitution therapy has 
been tried with varying degrees of success, 
and attempts have been made to stimu- 
late the remaining pituitary tissue. 

A review of these methods has been 
given by Simpson (1948). Attention was 
drawn by Sheehan and Murdoch (1939) to 
the fact that, if the patient has a subsequent 
normal pregnancy, her symptoms disap- 
pear. Since there is a marked hypertrophy 
of the pituitary during pregnancy a full- 
time uncomplicated delivery may well offer 
the only chance of permanent improve- 
ment. The validity of this claim has been 
challenged both on the point of original 
diagnosis and that of the efficacy of sub- 
sequent treatment, and we therefore think 
it important to record the following case. 


urinary ketosteroids 


Case REPORT 
The patient, Mrs. A., now aged 4o years, was first 
seen on 4th October, 1943, when she was admitted 
the Royal 


to endocrine ward of the Glasgow 
Infirmary for investigation as a probable case of 
She complained of head- 


ache, anorexia and weakness, since the birth of her 


Simmonds’ syndrome. 


4th child, in her 5th pregnancy 16 months pre 
The birth had } 
prolonged labour ending in forceps delivery of a 


viously. ven complicated by a 
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large baby weighing 10!, pounds. Delivery 
was followed by a severe postpartum haemorrhage, 
and recovery in the puerperium delayed. This 
information was given by her own doctor who 
conducted the confinement. From that time 
amenorrhoea was complete and there was no 
Shortly afterwards she noticed a loss 
Six weeks following 
the confinement her hair started to fall out. Two 
weeks later she had a feeling of cold, and sickness 
Loss of weight 


lactation. 
of weight and breathlessness. 


after meals became troublesome. 
was progressive and more rapid just prior to 
admission when she weighed 7 stone. Her ankles 
became swollen and she complained of attacks of 
Libido was absent, and coitus caused 
marked discomfort. Her remarked 
especially on the genital atrophy and _ stenosed 
appearance of the introitus. 

There was no history of any serious illness apart 
from the incidence associated with her pregnancy. 


sweating. 
doctor 


Previous Obstetrical History. 

In 1933 she had a full-time pregnancy, ending in 
a labour lasting for 36 hours and instrumental 
delivery of a child weighing 11 pounds. Her 
puerperium was normal and she lactated for 7 
months. In 1934 she had a 4-months miscarriage, 
but was perfectly healthy afterwards. A _ full- 
time pregnancy followed in 1935, ending in labour 
lasting 8 hours with spontaneous delivery of an 
Following delivery there was a 
postpartum haemorrhage. There was no 
after this She 
pregnant once more in 1938 and after a full-time 


8-pound child. 
sev ere 
became 


lactation pregnancy. 


gestation she had a spontaneous delivery of a 
10!;-pound child after labour lasting 24 hours. 
Her puerperium was normal, but she had no lacta- 
tion. Her present symptoms dated from her next 


pregnancy in 1942. 
Clinical Features (4th October, 1943). 

She was a pyle thin woman showing marked 
There was some loss of 


thinning of the eyebrows. 
head hair and complete absence of axillary and 
Genital atrophy was very marked, the 
labia being of senile appearance and the introitus 


pubic hair. 


Vaginal examination was very difficult 
Her pulse-rate was 60 beats per 
There was 


narrow. 
on account of this. 
minute, and her blood-pressure 112/50. 
a blowing systolic murmur at the cardiac apex. 
No abnormality could be found in the lungs or 


abdominal organs and the urine was normal. 
Examination of her blood showed that she was 
moderately anaemic. The red cells numbered 3.85 
million and the Hb. was 10.4 g. On gth October, 
1943, her basal metabolic rate measured +4 per 
cent. An insulin tolerance test was performed on 
18th October. She showed a marked reaction to 
4-5 units of insulin intravenously with flushing, 
sweating, palpitation and thirst, 20 minutes after 
injection. One hour later her condition was still 
the same and her pulse 116 beats per minute. 
Adrenalin was then administered to relieve her 
symptoms, but despite this she was still flushed and 
sweating half-an-hour later. Her blood sugar fell 
from 100 mg. per cent to 50 mg. per cent, within 
20 minutes and was still at this level one hour later 
when adrenalin was administered causing the blood 
sugar to mount once more to 100 mg. per cent. 

The diagnosis of Simmonds’ syndrome was made 
and on 18th October she was given 1,000 units of 
Serogan (B.D.H.) intramuscularly. Three days 
later there was very slight vaginal bleeding. On 
23rd October she had a slight epistaxis. A further 
injection of 1,000 units of Serogan was given on 
25th October and 100 units of Gonan were given 
daily from 27th to 30th October. She was then 
dismissed and asked to report back within a week. 
She returned on 4th November. There was no sign 
of returning menstruation and her symptoms re- 
mained as before. She reported once more on 
23rd April, 1944, still complaining of her previous 
symptoms and of increasing headaches. An X-ray 
was taken of her head, but no abnormality beyond 
a small sella turcica was reported. On 23rd April, 
1945, she was readmitted to the Glasgow Royal 
Infirmary complaining of a severe pain in the back 
which was diagnosed as fibrositis. By this time her 
weight had imcreased to 9 stones 4 pounds, but 
there was no change in her clinical condition other- 
Her blood-pressure was 125/58 and her 
pulse 80 beats per minute. During her stay in 
output of ‘17-ketosteroids 
measured and over a 24-hour period she excreted 


wise. 


hospital her was 


1.5 mg. She was given further injections of 1,000 
units of Serogan twice weekly for 2 weeks without 
effect. She did not report back, but her own 
doctor noticed general improvement in health 
during subsequent months. On 11th October, 1948, 
one of the authors (R.M.) was called in to see her, 
and found that she was at that time 8% months 
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pregnant. She gave a history of returning men- 
struation during 1945, but bleeding only occurred 
at intervals of 4 to 5 months. This continued until 
July 1947. During this time her head hair started 
to grow in once more. From the end of January 1948 
she began to feel very much better. There was an 
increase in her weight and the feeling of coldness 
disappeared. On 12th October, 
admitted to the Glasgow Royal Maternity and 


1948, she was 


Women's Hospital. There was slight oedema of 
ankles and the pubic and axillary hair was still very 
sparse. Apart from this she appeared to be per- 
fectly normal. Blood-pressure 135/90. Examina- 
tion of her blood showed that her chemistry was 
normal apart from a rather high amino-acid value, 
7.8 mg. per cent.; her output of 17-ketosteroids was 
18.1 mg. per 24 hours and pregnanediol measured 
Her Hb. was 57 per cent, 
A repeat test for 
was made on 20th June, 
Her basal 
an X-ray 
showed a normal foetus of 8 to 9 months 


53-7 mg. per 24 hours 
and her red cells 3.76 million. 
pregnanediol excretion 
1948, 


and was found to be 71.3 mg. 


metabolic rate was +6 per cent and 
size. 
The insulin sensitivity test performed at this time 
showed that she was still hypersensitive. Fig. 1 
shows the curve pursued by the blood sugar 
following units of insulin intravenously. On 
zoth October the membranes were ruptured and 
6 ounces of liquor were obtained. Labour began 
on 24th October after 3 doses of pitocin and lasted 
20's hours, ending in the spontaneous delivery of 
child The 
placenta was expelled 10 minutes later and the 


total loss The 


blood-pressure at the end of de livery was 132/75. 


aleve weighing 7 pounds 3 ounces 


of blood throughout was 6 ounces 


50 100 ‘50 
MINS. 


Fic. 1. 
Insulin sensitivity test. Note that the blood sugar 
is still below basic level 2 hours after the injection 
of 4 units insulin intravenously 
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Her puerperium was normal apart irom the 
absence of lactation and she was discharged well 
on the 8th day of the puerperium. On the 2nd day 
of the puerperium her red cells were 4.42 million 
and her Hb. 64 per 
excretion at this time measured 4.5 mg. per cent. 
Her 17-ketosteroid output at this time 


She appeared to be per- 


cent. Her pregnanediol 
was 23.1 


mg. in the 24 hours. 
fectly normal apart from the absence of lactation. 

On 12th March, 1949, she was re-admitted for 
investigation. She looked very well and could now 
carry out her household duties without feeling 
fatigued. There was no loss of hair after her con- 
finement but equally there was no regrowth and 
the pubic hair was still very scanty. By this time 
her weight was 9 stone 6 pounds. She had ceased 
to feel the cold. Libido was now as it was before her 
first pregnancy and no discomfort was felt during 
coitus. Menstruation had occurred in December 
1948, from 14th to 28th of the month; in January 
from 5th to 19th and in March from ist to roth. 
On each occasion there were the usual pre- 
menstrual molimina and she had abdominal pain 
on the second day of bleeding. On inspection the 
external genitalia appeared to be quite normal. 
There was a slight cystocele. Vaginal examina- 
tion was easily carried out. The cervix showed a 
small erosion and the uterus was of normal size. 
A Mack’s test was carried out and was estimated 
is Grade ILI-IV, the vaginal epithelium consisting 
of large, flat, deeply stained brown iodophilic cells. 
She was interviewed at regular intervals during 
the year, and she remained in good health. In 
amenorrhoea 


January 1950, she complained of 


lasting for 2 months and an Aschheim-Zondek test 
carried out at this time proved to be “‘ positive.’’ 
One month later she had a menstrual period during 
which several large clots, probably products of 
conception, were passed. Menstruation occurred 
2 months after the probable miscarriage and has 
continued regularly at 8-week intervals since, the 
bleeding lasting for 7 to 10 days. She has remained 
coitus 


well. The genital organs are of normal size; 


causes no discomfort and libido is normal. 


DISCUSSION 
Although her basal metabolic rate was 
never below normal there can be little doubt 
of the accuracy of the original diagnosis. 
The history of symptoms following post- 
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partum haemorrhage is typical of this type 
of case. The symptoms themselves— 
absence of lactation, amenorrhoea, lassi- 
tude, weakness, feeling of cold, and loss of 
libido, together with the genital atrophy, 
ioss of hair, increased reaction to insulin 
and diminished output of steroids—are 
sufficient evidence to warrant a diagnosis of 
Simmonds’ disease. 

A comparison with the case reported by 
Sheehan and Murdoch (1939) shows many 
similarities but there are certain striking 
differences. The treatment in their case 
consisted of stimulation of the atrophic 
genitals with oestrogens followed by gona- 
dotrophins in an attempt to produce ovula- 
tion. Pregnancy followed 6 weeks after the 
course of treatment was completed. In the 
present instance only gonadotrophins were 
given and pregnancy did not occur until 
3) years after the last injection of Serogan. 
During this latter period prior to preg- 
nancy, however, there was a slow improve- 
ment in her condition although in 1943 
before treatment had started her symptoms 
had become progressively more marked. 
It seems reasonable to suggest that probably 
the gonadotrophins activated the ovaries 
of this patient, and the resulting production 
of ovarian hormones stimulated the remain- 
ing pituitary tissue. The cycle thus initi- 
ated appears to have been maintained and 
increased in potency. Nevertheless her 
symptoms, although abated, were not en- 
tirely removed until pregnancy followed in 
1948. The difference in the time-lag 
between the cessation of treatment and the 
occurrence of pregnancy in the case 
reported by Sheehan and Murdoch (1939) 
and in the present case may be related to 
the fact that oestrogens were given in the 
former. This increased the size of the 
genital organs, made coitus easy and pre- 
pared the uterus for pregnancy. 

It is to be noted that the complete re- 
growth of pubic and axillary hair reported 


by Sheehan and Murdoch did not occur in 
the present instance. Similarly lactation, 
although much diminished in amount, 
occurred in their case but did not in this 
patient. This, however, may be related 
to the fact that lactation had not occurred 
after her third pregnancy which was com- 
plicated by postpartum haemorrhage. It 
is possible that even at this early date the 
pituitary function was disturbed. The fact 
that the power to lactate did not return with 
subsequent pregnancies suggests one of 
two possibilities. Either the pituitary gland 
failed to produce the specific hormone 
necessary for lactation or atrophy of the 
breast tissue had proceeded too far for 
recovery. This atrophy might well be 
secondary to ovarian inactivity and absence 
of oestrogens. 

The continuing sensitivity to insulin is 
another feature of interest. The possibility 
of a close association between this feature 
and the inability to lactate is suggested by 


the findings of Folley and Young (1938). 


These workers found that  lactogenic 
extracts of anterior pituitary almost always 
possessed a marked anti-insulin effect and 
it is conceivable that the contrary might also 
hold, and loss of lactogenic power might 
be associated with increased sensitivity to 
insulin. At the same time it is difficult to 
understand the reason for the continuing 
increased sensitivity to insulin in view of 
the normal value for urinary ketosteroids. 
These findings suggest that there is a 
deficient formation of sugar-active cortico- 
steroids. 
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GEOMETRICS OF THE PELVIC OUTLET* 
BY 


H. C. H. Butt, M.A., M.B., M.R.C.P. 


RADIOPELVIMETRY of the outlet is more 
difficult than of the inlet and midplane. It 
is not measuring diameters between fixed 
bony points but calculating geometrically 
the passage of the foetal head of known 
diameter under an arch of variable angle. 


ANATOMY 


The pelvic outlet is bounded in front by 
the pubic rami, behind by the sacrum and 
laterally by the sacrosciatic ligaments. It is 
divided arbitrarily into two parts by a line 
joining the pubic rami above _ the 
tuberosities of the ischium. The anterior 
division is the subpubic triangle, having 
sides formed by the pubic rami and base 
the imaginary interpubic diameter. It faces 
forwards and makes a wide angle (105 ) 
with the posterior division which faces 
downwards and a little back (Fig. 1). The 
anterior boundary of this posterior division 
is the interpubic diameter, the lateral 
walls the sacrosciatic ligaments and the 
posterior limit the last piece of the sacrum. 
The distance from the midpoint of the 
interpubic diameter to the last piece of the 
sacrum is the anteroposterior or sagittal 
diameter of this posterior area of the outlet 
and named in this article the sacropubic 
diameter. 


INTERPUBIC AND SACROPUBIC DIAMETERS 


I have found it necessary to introduce 
these new terms to make clear the points 
from which the measurements are taken 


* Read at 
Radiology, London, July 1950. 


the 6th International Congress of 


and to avoid any ambiguity or contusion 
with other measurements. These two 
diameters are in fact the transverse and 
anteroposterior of the outlet and defined as 
follows: 


Interpubic. On the X-ray film of the 
subpubic arch draw a straight line from the 
centre point below the symphysis to the 
convexity of each ramus where it begins to 
turn backwards, join the point of contact of 
each line with the ramus and this is the 
interpubic diameter (Fig. 2). It marks the 
transverse width of the pubic arch through 
which the head rolls (Fig. 3) and lies further 
forwards than the intertuberous diameter 
which does not influence the passage of 


the head (Figs. 4 and 5). 


Sacropubic. The sacropubic diameter is 
measured from the lateral view of the 
pelvis. It is the distance from the last piece 
of the sacrum to the midpoint of the inter- 
pubic diameter. To find the midpoint of 
the interpubic diameter from the lateral 
view, drop perpendiculars from the lowest 
points of each of the two almost super- 
imposed obturator foramina to the lower 
margins of their respective horizontal pubic 
rami. Join these two points on_ the 
horizontal rami and bisect the line so 
formed (Fig. 6). This is the most practical 
method and the inaccuracy is small. 

From the midpoint of the interpubic 
diameter thus found, a line is drawn on the 
film to the last fixed piece of the sacrum. 
This is the sacropubic diameter. Correciion 
to the actual length is made by any of the 
usual methods. 
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A somewhat similar line, but not drawn 
to the same carefully defined anterior point, 
has been called the posterior sagittal 
diameter of the outlet. It is a confusing 
term and should be dropped if the thesis is 
accepted that the interpubic and sacropubic 
are the true transverse and anteroposterior 
diameters of the outlet. 

The pubic rami turn outwards and back- 
wards as they merge with the ischia and 
they also exhibit a valgus rendering the 
subpubic triangle a little less of a triangle 
and more of a parabola. This allows a 
rather closer fit of the head than it the 
triangle was straight-sided (Fig. 7). 


SUBPUBIC ANGLE 

It is measured with a protractor from the 
lines drawn on the film described above 
(Fig. 2). It expresses the divergence of the 
rami and has no importance except in con- 
junction with the sacropubic diameter as 
will be shown later. The length of the rami 
and the perpendicular height can also be 
measured if desired. 

In a preliminary article (Bull, 1949) with 
a different approach to the problem, I 
stressed the importance of the subpubic 
angle, the intertuberous transverse 
diameter and the perpendicular height of 
the subpubic triangle. They are of interest 
only collectively and as a means of stating 
the general form of the subpubic area. The 
two factors we should aim to determine 
accurately are the sacropubic diameter and 
the size of chordal section of the head which 
will pass into any given subpubic arch. 
These two alone give the answer and 
greatly simplify the problem. 


RADIOGRAPHIC TECHNIQUE 
In measuring the outlet, we have to know 
1. The form of the pubic arch. 
2. The interpubic diameter (transverse 
diameter of outlet). 
2. The sacropubic diameter (antero- 
posterior diameter of outlet). 
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For 1 and 2 the patient sits on a cassette 
at the end of the X-ray table with her feet 
on a stool, knees apart, forearms resting 
on the knees, and body bent forward. In 
this position the pubic arch is almost in 
contact with the film. The tube is behind 
the patient and the central ray directed to 
the centre of the film at an angle of 25°. 
The tube-film distance is one metre and the 
magnification minimal. To correct this, 
subtract 2 millimetres from the measure- 
ment on the film (Fig. 2). 

3. The sacropubic diameter is measured 
from the lateral view of the pelvis as 
described above and corrected for distor- 
tion by any of the usual methods (Figs. 
I and 6). 


DISCUSSION 

It the subpubic triangle was filled by a 
rigid membrane, measurement would be 
easy, the anteroposterior diameter would 
be the sacropubic, i.e. the distance from 
the last piece of the sacrum to the inter- 
pubic diameter, and the length would have 
to be as much as the biparietal diameter of 
the foetal head, i.e. 97.4 mm. But the sub- 
pubic triangle is not filled by a rigid 
membrane, it is an open triangle through 
which a chordal section of the head can 
project and so reduce the necessary length. 
That length now becomes 97.4 mm. less 
the amount the head can push through the 
triangle. The problem resolves itself in 
determining how great a chordal section of 
the head will pass into the subpubic angle. 

This composite anteroposterior length, 
that is to say, the distance from the last 
piece of the sacrum to the interpubic 
diameter, and the triangular space above 
is what we must measure in order to know 
whether or how the head will effect a 
passage. We need not be concerned with 
the transverse width because the transverse 
width is never less than the transverse 
diameter of the midplane, the diameter 
hetween the ischial spines, and unless the 


24 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


head can make this passage the problem 
of the outlet does not arise. The question 
cannot be resolved by direct measurement, 
neither is it possible, as far as I know, to 
devise a mathematical formula. It can be 
done on a model or drawn as a geometric 
figure. These are the two methods we have 
used, the geometric on a drawing board 
and the model to check that the theory is 
correct. 

In radiology we are contained in terms 
of mathematics and geometrics and it is 
our limited service to present the findings in 
those terms. We know there are other 
factors in obstetrics whereby Nature 
achieves a little more than she has title to 
by standards of simple measurement. Such 
factors are moulding, and the amount of 
rocking at the sacroiliac joints by which the 


Ihe 3 princtpal diameter 


Dimension 


30 33 


Bi-parietal ina 76 81 
Sub occipito-bregmati Si 84 87 90 
Occipito-frontal 93 96 99 I02 


TABLE 


the pelvic canal must have length and 
breadth of not less than 97.4 mm. or the 
head must compress to a smaller size. 

For the purposes of demonstrating 
geometrically the descent of the foetal head 
and passage through the pelvic canal it is 
easier, and nearly as accurate, to regard it 
as a ball of 98 mm. diameter. If calcula- 
tions show that such a ball can pass, the 
head will pass, but if the ball is too large 
for any one diameter that passage will not 
be easy and the head will be moulded, or 
will not pass at all. 


CEPHALOMETRY 


The size of the foetal head is constant in 
all foetuses of the same age. This was shown 
by the work of Scammon and Calkins 
(1929) and Table I is adapted from their 


;s of the foetal head in the last 10 weeks 
of pregnancy (Adapted from Scammon and Calkins). 


Calculated values (mm. 


33 56 55 gI 93 95 97-4 mm. 
05 97 «6102 104 106 
105 108 III 120 122 


anteroposterior length of the outlet may be 
increased. They cannot be assessed and 
only come to be considered when the 
radiological measurements show dispropor- 
tion. The present position is that the 
diameters of inlet and midplane can be 
measured with high accuracy, but the out- 
let has not hitherto been treated with the 
same attention or, at least, that accuracy 
has not been achieved in the same degree. 

The other party to this is the foetal head. 
Geometrically we must regard it as an 
ovoid and it is in fact a nearly accurate 
description. It is an ovoid with maximum 
transverse diameter between the parietal 
eminences, a diameter of 97.4 mm. In 
order that it may pass, the diameters of 


book. Reece (1935) pointed out that this 
constancy gave us the means of determin- 
ing the period of gestation. I have, for a 
number of years, measured the foetal head 
and calculated maturity and have no doubt 
of the underlying truth. It is, of course, 
incapable of absolute proof because there 
is inaccuracy on both sides, that is to say, 
Nature, on her part, does not run to a fixed 
rule of 280 days and, on the calculation 
side, the distance of the midpoint of the 
biparietal diameter from the film cannot be 
determined with precision. Nevertheless, 
radiological cephalometry is a useful check 
upon obstetric calculations, especially 
when there is clinical doubt about the dates. 

The biparietal diameter of the foetal 
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Fic. 1. 
Lateral view of dry pelvis showing the anteroposterior diameter of midplane and 
the sacropubic diameter of the outlet. The sacropubic diameter makes an angle 
of 105) with rami. 


Fic. 2. 
Subpubic angle showing the interpubic diameter. 
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Fic. 3 
sphere showing the points of contact with 


the pubic rami 


Fic. 4 


s showing the interpubic and intertuberous 
drameters 
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BiG. 
Lateral view of Fig. 4 The foreshortened wires show the positions of the 
interpubic and intertuberous diameters 
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Fic. 6. 
Off-true lateral view of Fig. 1 showing how to find the midpotnt of the interpubic 
diameter. 
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Fic. 7. 


Points of contact of foetal head in subpubic arch 
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head at 280 days measures, by the tables of 
Scammon and Calkins, 97.4 mm. In the 
calculations of the passage of the head 
through the outlet we have taken 98 mm. 
as the maximum transverse diameter of the 
ovoid or the greatest circular section of the 
ball. 

As the head descends through the outlet 
in the occipito-anterior position the neck 
becomes firmly pressed under the pubic 
arch and acts as a fulcrum, the occiput 
passes under the arch as closely applied as 
the arch will allow, the face rolls forwards 
past the last fixed piece of the sacrum and 
through the sacropubic diameter. The 
maximum diameter of the foetal head 
which passes through because of this rotary 
movement may then be the sub-occipito- 
bregmatic if there is adequate length in the 
sacropubic diameter. 

In the average pelvis the sacropubic 
length is such that the head can pass 
straight down; it is only when the sacro- 


pubic length is minimal or subminimal that 
the occiput must make full use of the avail- 
able space in the subpubic angle. 


DEVELOPMENTS AT TS OFF BASELINE 
ON PLANES A re NCLUSVE 
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(GEOMETRICAL METHOD 


For this geometric study I am indebted 
to Mr. J. W. Smith. It seems novel to 
impress the interest and co-operation of a 
civil engineer but it has led me to see 
obstetrics from a practical and, I feel, more 
realistic, viewpoint, while applying 
radiology to the full value it can and 
should give. 

In the geometric method, the head is 
represented as a succession of circles of 98 
mm. diameter moving down the curve of 
Carus until the full diameter has passed the 
last piece of the sacrum. Viewed from the 
front the shape required for the passage of 
the head corresponds with the maximum 
chordal intersection of the occiput with the 
subpubic arch (Fig. 8). The size of the 
chordal intersection varies with the curve 
of the subpubic arch and as it varies so also 
must the sacropubic length. We develop 
from this a series of parabolic curves for 
subpubic arches from 65° to 95° and 
inscribe on each curve a figure which is the 
length in millimetres of the sacropubic 
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Fic. 8. 
Lateral view of series of chordal sections of 98 mm. sphere and antero- 
posterior view of the parabolic curves derived therefrom. 
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diameter necessary for passage of the head the subpubic angle and from the curve 
through the outlet for that particular angle. which fits the arch is read off the minimum 


These curves are drawn 


ona transparency sacropubic length necessary for the head to 


and superimposed directly on the film of pass without moulding (Fig. 9). 


VALUES OF SACRO-PUBIc DIAMETERS FOR ARCHES A To M 
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Full-scale photograph of transparency with the value of the sacropubic ' 


diameter for each of the subpubic arches. 
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Fic 10. 
Side view of the model. The sphere is in the subpubic arch, the angle of 
inclination of the arch controlled by the screw on the top of the model 


Fic. 11. 
Front view. Chordal section of the sphere is seen 
projecting through the arch. The pointer indicates the 
length in millimetres of the sacropubic diameter 
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GEOMETRICS OF THE PELVIC OUTLET 


To put this geometric development to the 
practical three-dimensional test, Mr. Smith 
has constructed a wooden model. It 
consists of a fixed stop representing the last 
piece of the sacrum, a movable bar repre- 
senting the symphysis pubis and an inter- 
changeable series of arches which can be 
hung from the bar. This bar is set at an 
average distance of 80 mm. above the fixed 
stop and can be moved forward or back- 
ward from 60 mm. to 90 mm. The arches 
are tilted backward at an average angle of 
15° which can be varied. The curve of the 
sacrum is reproduced with a series of 
wooden slats (Figs. Io and 11). 

A tracing is made of the sacral curve, 
symphysis pubis and rami from the film in 
the lateral view, and from this tracing are 
measured the sacropubic length and the 
angle of inclination of the pubic rami. The 


27 
appropriate correction is made for the 
sacropubic length. 

The model is then set up with the arch 
which most nearly fits the subpubic arch on 
the film, it is set at the required height 
above the last piece of the sacrum and tilted 
back at the measured angle. The bar on 
which the arch is suspended is moved 
forward or backward so that the rubber ball 
of 98 mm. diameter will pass through, 
touching the arch in front and the fixed 
stop, representing the last piece of the 
sacrum, behind. The sacropubic length is 
then read off the scale and compared with 
that developed from the geometric figure 
(Fig. 12). 

The model is for demonstration and to 
prove the correctness of the geometric 
approach. For routine use all that is 
required is a film of the subpubic angle 


a/R 


Fic. 


On the side panel of the model. 


12. 
Scale of annular circular ordinates 


from the last piece of the sacrum and vertical ordinates from the 
sacropubic diameter. 
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taken as described and a transparency 
(Fig. g) which can be applied to the film. 

This investigation has proceeded so far 
for occipito-anterior positions and _ for 
geometric simplicity with a sphere of 98 
mm. diameter. In theory, the difference 
between a sphere and an ovoid is so small 
as to come within the limits of experimental 
error and our researches in_ three 
dimensions are tending to confirm that 
theory. The variety of position of the foetal 
head should present no difficulty and the 
forecast should be as accurate as for 
occipito-anterior positions. A series of 
transparencies will be prepared for each of 
the major abnormal presentations which 
will show beforehand whether or not the 
head can pass in that position without 
moulding. 


CONCLUSION 

By reason of its shape the pelvic outlet 
can only be resolved as a geometric figure. 

Our object is to determine whether or not 
there is room for the unmoulded head to 
pass through the outlet at term. The radio- 
graphic data required are the sacropubic 
length and the subpubic triangle. 


The film of the subpubic triangle is super- 
imposed on a series of curves developed 
from the geometric figure, and the 
necessary sacropubic length for 
unobstructed passage of the head is read 
off. 

The findings can be checked on a wooden 
model. 

In this way we can advise the 
obstetrician whether to expect an easy or 
difficult passage through the outlet. We 
cannot say, except in extreme contraction, 
that the head will not pass, because mould- 
ing of the head, rocking at the sacroiliac 
joints, and the force of traction with 
forceps cannot be estimated. 


The photographic work and reproduc- 
tions of X-ray films were made by 
Ilford Ltd. 
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AN UNUSUAL CASE OF CHORIONEPITHELIOMA OF THE UTERUS 
BY 


ARTHUR M. SUTHERLAND, M.D., F.R.F.P.S.G., M.R.C.O.G. 


From the Royal Samaritan Hospital for Women, Glasgow 


THE early literature on the subject of was found to be enlarged symmetrically to about 
chorionepithelioma is reviewed in great the size of a 2-months pregnancy. The external 
detail in the classic contribution of Teacher 5 Was patent and admitted one finger. No 
(1903). Since then, many important con- adnexal lesion was palpable. Dilatation of the 
tributions have been made, among the cervix and curettage of the uterus were carried 
more notable being those by Ewing (1910), 
Geist (1921), Novak (1922), Novak and 
Koff (1930), Brews (1935), Mathieu (1937), 
Brews (1939), Mathieu (1939 a and b), present. The bulk of the tissue in the block con- 
Mahfouz and Ismail (1940), Acosta-Sison sisted of portions of endometrium. In places the 
and Espinola (1941), de Alvarez (1942), endometrial glands showed some evidence of 
Holman (1942), Acosta-Sison and Aragon secretory activity and the endometrial stroma was 
(1946), Holman and Schirmer (1947) and infiltrated with lymphocytes and plasma cells in 
Acosta-Sison (1949). The papers from the moderate numbers. No evidence of decidual for- 
Philippine General Hospital by Acosta- mation was seen. In addition, several small frag- 
Sison and his associates are remark- ments of tissue of an entirely different type were 
able for the very large numbers of °bserved, embedded in blood clot and necrotic 
cases actually treated by the writers. In material. This tissue consisted of areas of well- 
an extensive study of the literature on 
chorionepithelioma no reference could be 
found to a tumour with the histological 
characteristics of the specimen about to be 


described. 


out, considerable amounts of tissue being removed 
with the curette. 
On histological examination of the curettings a 


moderate amount of blood clot was seen to be 


differentiated cells, fairly loosely arranged and 
containing small but heavily stained nuclei and 
many mitoses. The histological picture was 
suggestive of abnormal proliferation of Langhans’s 
layer of the trophoblast. There was no evidence 
of either syncytium or chorionic villt. The micro- 
CASE REPORT scopic appearances of this tissue are seen in Figs. 1 
Mrs. M. D., aged 48 years, was admitted to the and 2. 
Royal Samaritan Hospital for Women with a In view of the histological picture a quantitative 
history of continuous vaginal bleeding during the Aschheim-Zondek test was carried out. The 
previous 6 months. She had had 10 children and undiluted urine gave a very weak positive reaction, 
3 miscarriages, the last known pregnancy occurring , 4 1 in 10 dilution gave a negative result but showed 
3 years before admission and going to term. " evidence of increased hormone content and a 1 
Her last normal menstrual period was 8 months _ in 100 dilution gave a negative result. 
before admission, the following period was missed In spite of this inconclusive report, it was 
and continuous vaginal bleeding had since been decided that the uterus should be removed and 
present. In the few days before admission to hos- the patient was again taken to theatre, 21 days 
pital the bleeding had increased in severity. after the imitial curettage. It was then found that 
On examination, her general condition was a soft, purplish tumour had developed on the right 
indifferent and a moderate degree of anaemia was side of the lower third of the vaginal wall, which 
present. On pelvic examination the uterine body _ bled readily on touch. The cervix was enlarged, 
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softened and dilated and through it projected a 
soft, friable, vascular tumour. The uterine body 
was appreciably larger than it had been at the 
previous operation. No adnexal abnormality could 
be felt. 
oophorectomy were performed. 


theatre the 


Total hysterectomy and bilateral salpingo- 


On return from condition of the 
patient was reasonably good, but she laterdeveloped 
haemoptysis and dyspnoea and died on the second 


The 


inches (12.7 by 7.6 by 6.3 


day aiter operation uterus was found to 
measure 5 by 3 by 2! 
m.). The cavity was considerably distended and 
contained haemorrhagic tumour tissue which had 
invaded the uterine wall in an irregular manner. 
Several haemorrhagic nodules were present in the 
substance of the myometrium and one projected 
coat No 


abnormality was apparent in the Fallopian tubes 


under the peritoneal macroscopic 
or ovaries, 

On histological examination of a number of 
blocks from the uterine wall, it was seen that the 
endometrium was still present in some areas. In 
these areas the surface epithelium was seen to be 
intact, the glands showed little evidence of secre- 
tory activity and the stroma was infiltrated with 
moderate numbers of lymphocytes and plasma 
cells. No evidence of decidual reaction was found. 

Most of the blocks from the uterine wall showed 
extensive infiltration with an atypical and highly 
The 


entirely of 


malignant form of chorione pithelioma 
tumour tissue was composed almost 
irregular masses of Langhans’s cells, separated by 
Very little 
haemorrhage was seen around the Langhans’s cells 


had 


feature 


considerable spaces in some areas 


in the areas where they invaded the myo- 


was the almost 
After 


number of 


unusual 
absence of 


examination of 


metrium An 


complete syncytium careful 


a considerable blocks 
from different parts of the uterus, 


scattered 


a few tiny, 
Mitoses 
The 


seen 


ireas Of syncytium were found 
were frequent in all the sections examined 
microscopi 


appearances of the tumour are 


in Figs. 3 to 5 


On histological examination of the ovaries a 
small zone of tumour involvement was seen in one, 
and this ovary also contained a corpus luteum. 


The The 


histology of the ovarian metastasis is seen in Fig. 6. 


other ovary showed no abnormality 


examination was carried 


death 


Postmortem out two 


davs after On opening the thorax no 


adhesions were present and there was no free fluid 
in the Both 
extensive red consolidation and were very oedema- 


pleural cavities. lungs showed 


tous. The cardiac musculature was satisfactory 
and the valves were healthy. On section of the 
liver, a number of small, secondary deposits, 
averaging one half-inch in diameter, were found 
scattered throughout its substance. No abnor- 


mality was found inthe urinary or gastro- 


intestinal tracts. There was no free fluid or blood 
clot in the abdominal cavity. A secondary growth 


about 2 inches (5 cm.) in diameter was found 
on the right side of the lower third of the vagina, 
just inside the introitus. On histological examima- 
tion evidence of tumour involvement was found in 


the lungs, liver and vagina. 


DISCUSSION 


The most unusual feature of this case of 
chorionepithelioma of the uterus is the 
histology of the tumour. Although it is 
generally agreed that there may be a 
predominance of one element of the tropho- 
blastic epithelium over the other, no 
reference could be found in the literature 
to a tumour of this type, composed almost 
entirely of Langhans’s cells, with practi- 
cally no syncytium. It is commonly 
believed that growths showing a great pre- 
dominance of syncytial elements are of less 
malignant type than those in which the 
Langhans’s elements are more prominent, 
and the high degree of malignancy of the 
present tumour certainly supports this 
contention. 

Another point of interest in the histology 
is the fact that there is Very little 
haemorrhage around the Langhans’s cells 
where they have invaded the myometrium. 
In almost every paper on the histology of 
chorionepithelioma it is stated that con- 
siderable haemorrhage around the tumour 
tissue is a constant feature. The present 
appearances might‘thus suggest that it is 
the syncytial element of the trophoblastic 
epithelium which is principally responsible 
for penetration of blood vessels. 
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The very weakly positive Aschheim- 
Zondek test in the present case is striking. 
The almost complete absence of syncytium 
in the many sections examined suggests 
that this element may be responsible for 
the production of chorionic gonadotrophic 
hormone. On the other hand Jones, Gey 
and Gey (1943) obtained direct evidence of 
formation of gonadotrophic hormone by 
placental cells, by maintaining in vitro 
cultures of cells from human placentae and 
moles. They found that the Langhans’s 
cells were apparently responsible for the 
production of chorionic gonadotrophin. 

Most of the early writers on the value 
of the quantitative Aschheim-Zondek test 
were whole-heartedly enthusiastic about the 
accuracy of this diagnostic measure, but 
more recently a note of caution has been 
apparent. Genell (1946) advises that 
hormone analysis in suspected chorion- 
epithelioma should be limited to an 
ordinary pregnancy test and states that 
hormone levels in his cases of chorion- 
epithelioma were generally low. A warning 
against placing too much importance on a 
single pregnancy test is given by Gough 
(1937), Kobak (1937), Cosgrove (1938), 
Mathieu (1939b), Mahfouz and Ismail 
(1940) and Williams (1943). 

The possibility of a negative pregnancy 
test in the presence of chorionepithelioma 
is mentioned by Mathieu and Palmer 
(1935), Payne (1941) and Chevalier and 
Salaber (1943). Actual cases of this 
occurrence are reported by Fahlbusch 
(1930), Ruzicska (1935-36) (2 cases), 
Kozima (1936), Lazard and Kliman (1936), 
Cron (1937) (2 cases}, Schumann and 
Voegelin (1937), Keller and Limpach 
(1938), Rust (1938), Wilson (1939), Rubin 
(1941), Benzadon and Picenta (1942), 
Dockerty and Craig (1942), Tuchschmid 
(1943) (2 cases), Durburg (1946), Schugt 
(1947) and Acosta-Sison (1949). 

Various explanations have been offered 


for this finding of a negative pregnancy test 
in chorionepithelioma, including _ the 
occurrence of a negative phase in the 
excretion of gonadotrophic hormone 
following reduction in the tumour bulk by 
curettage (Keller and Limpach, 1938), 
fibrin encapsulation of the tumour or its 
separation from the maternal circulation by 
massive blood clot (Rust, 1938) and 
thrombosis of maternal vessels, preventing 
escape of trophoblast to the maternal 
circulation (Durburg, 1946). In view of the 
association of a very weakly positive 
Aschheim-Zondek test and a tumour almost 
devoid of syncytium in the present case, it 
is of interest to note that, in the 6 cases of 
negative tests with chorionepithelioma, 
Rubin (1941) and Durburg (1946) state 
that much syncytium was present in the 
tumours they describe 


SUMMARY 


A case of chorionepithelioma of the 
uterus is reported, in which the primary 
tumour was composed almost entirely of 


Langhans’s cells, with practically no 
syncytium. Although the Aschheim- 
Zondek test was only very weakly positive, 
the tumour proved to be highly malignant 
and death occurred with ovarian, pul- 
monary, hepatic and vaginal metastases. 


I should like to express my thanks to Mr. 
Brews for his helpful criticism and advice 
and to Dr. Clement for permission to 
publish this case. 


REFERENCES 

Acosta-Sison, H. (1949): Amer. J. Obstet. Gynec., 
58, 125. 

Acosta-Sison, H., and Aragon, G. T. 
Philippine med. Ass., 22, 347. 

Acosta-Sison, H., and Espinola, N. (1941): Amer. 
J. Obstet. Gynec., 42, 878. 

de Alvarez, R. R. (1942): Amer. ]. Obstet. Gynec 
43, 59. 


(1946): J. 


| 
4 
| 


32 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Benzadon, J., and Picenta, J. P. (1942): Bol. Soc. 
obstet. ginec. B. Aires, 21, 583. (Abstr. in 
Yearb. Obstet. Gynec., 1943, 78.) 

Brews, R. A. (1935): Proc R. Soc. Med., 28, 
1213 

Brews, R. A. (1939): J. Obstet. Gynaec. Brit. 
Emp., 46, 813. 

Chevalier, R. M., and Salaber, J. A. (1943): Obstet. 
Ginec. latin-amer., 1, 471. (Abstr. in Amer. 
J. Obstet. Gynec., 1944, 48, 298.) 


Cosgrove, S. A. (1938): Amer. J. Obstet. Gynec., 
35, 581. 

Cron, R. S. (1937): Amer. J. Obstet. Gvnec., 34, 
283 


Dockerty, M. B., and Craig, W. M. (1942): Amer. 
J]. Obstet. Gvynec., 44, 497. 

Durburg, J. R. (1946): Amer. J. Obstet. Gynec 
52, 454 

Ewing, J. (1910): Surg., Gynec. Obstet., 10, 366. 

Fahlbusch, O. (1930): Zbl. Gynik:, 54, 1542. 

Geist, S. H. (1921): Surg., Gynec. Obstet., 32, 427. 

Genell, S. (1946): Acta. obstet. gynec. scand., 26, 
555: 

Gough, J. A. (1937): Amer. J. Obstet. Gynec., 34, 
267. 

Holman, A. W. (1942): West. J. Surg., 50, 319 

Holman, A. W., and Schirmer, E. H. (1947): 
West. J. Surg., 55, 525. 

Jones, G. E.S., Gey, G. O., and Gey, M. K. (1943): 
Bull. Johns Hopk. Hosp., 72, 26 

Keller, R., and Limpach, J. (1938): Gynéc. et 
Obstét., 37, 168. 

Kobak, A. J. (1937): Amer. J. Obstet. Gynec., 
34, 283 


Kozima (1936): Nippon Fujinka, 31. (Quoted by 
Payne, 1941.) 

Lazard, E. M., and Kliman, F. E. (1936): West. 
J. Surg., 44, 149. 

Mahfouz, N. P., and Ismail, M. (1940): /. Obstet. 
Gynaec. Brit. Emp., 47, 1. 

Mathieu, A. (1937): Surg., Gynec. Obstet., 64, 
Io21. 

Mathieu, A. (1939a): Amer. J. Obstet. Gynec., 37, 
654. 

Mathieu, A. (1939b): Surg., Gynec. Obstet., 68 
(Suppl.), 52, 181. 

Mathieu, A., and Palmer, A. (1935): Surg. Gynec. 
Obstet., 61, 336. 

Novak, E. (1922): J. Amer. med. Ass., 78, 1771. 

Novak, E., and Koff, A. K. (1930): Amer. J. 
Obstet. Gynec., 20, 153. 

Payne, F. L. (1941): Surg., Gynec. Obstet., 73, 86. 

Rubin, I. C. (1941): Amer. J. Obstet. Gynec., 41, 
1063. 

Rust, W. (1938): Arch. Gynik., 167, 531. 

Ruzicska, J. (1935/6): Arch. Gynak., 160, 76. 

Schugt, P. (1947): Zbl. Gyndk., 69, 361 

Schumann, E. A., and Voegelin, A. W. (1937): 
Amer. J]. Obstet. Gynec., 33, 473. 

Teacher, J. H. (1903): J. Obstet. Gynaec. Brit. 
Emp., 4, 1, 145. 

Tuchschmid, G. (1943): Schweiz. med. Wschr., 


73, 1493. 

Williams, T. J. (1943): Amer. J. Obstet. Gynec., 
45, 

Wilson, K. M. (1939): Amer. J. Obstet. Gynec., 
38, 824 


i 
an 
; 
q 
F | 
. : 


Fic. 1. 


FIG. 2. 


Fic. 3. 
Uterine wall showing tumour tissue. x95 


A.M.S. 


Tumour tissue in curettings. 
& 
ve. Fd om ¥ 
’ 
Tumour tissue in curettings x 350 a 


+ ; 


% 


ein uterine wall 


| ; 
Fic. 4. 
Area of tumour tissu x 350 
bia ) 
\re ol tumour tisste showing x 350 
Fic. 6. 
aM Secondary deposit in ovary. x O5 


q 
ac 
\ 
a) 


= 
ay ¥ 
a>. fA j 
1 
\ 
T.A.¢ 


PREMATURE SEPARATION OF THE NORMALLY SITUATED 
PLACENTA DUE TO FOETAL SUICIDE 
BY 
J. A. Caters, M.D., F.R.C.S., M.R.C.O.G. 


Consultant Obstetrician and Gynaecologist for the Northern 
Counties of Scotland 


In a recent study of premature placental 
separation Sexton et al. (1950) showed 
that, of 476 cases, 200 were associated with 
pre-eclamptic toxaemia and 276 were 
classed as non-toxic. Of the latter more 
than half (140) showed degeneration of the 
decidua on histological examination, and 
g2 showed some abnormality of develop- 
ment. In 8 of these last the cord was 
absolutely or relatively short. It was 
observed that placental separation in this 
group of cases came as a result of tension 
on the cord at the time of external version. 

Guirauden (1933) described a case of pre- 
mature separation of the placenta due to 
shortness of the cord. The patient who had 
had g previous pregnancies had a cordiform 
uterus. She first suffered from a haemor- 
rhage at 4} months, but after a period of rest 
in bed the bleeding settled down, only to 
recur at 7 months when premature labour 
occurred. The foetal head reached the 
perineum without difficulty but was there 
held up. It was possible forcibly to 
‘express ’’ the foetus which survived only 
a few moments. There was difficulty in 
ligating the cord owing to its extreme short- 
ness, and the placenta with retro-placental 
clot was rapidly expelled closely behind 
the foetus. 

Antenatal separation of the cord due to 
syphilitic arteritis of the cord vessels has 
recently been described by Sydenham 
(1950) and another similar case was re- 
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corded by Keith Duff (1950). The latter 
ascribed the separation of the cord either to 
extreme torsion or, alternatively, to several 
turns of the cord round the foetal body or 
limbs resulting in avulsion following sudden 
foetal movement. In the case described 
below it appears that a similar mechanism 
caused separation not of the cord but of the 
placenta. I have been unable to find a 
record of a similar case in the literature at 
my disposal. 


CASE 

A prinigravida, aged 17 years, was admit- 
ted to Raigmore Hospital, Inverness, on 8th 
July, 1950, with a mild toxaemia of pregnancy. 
Her blood-pressure on admission was 158/94, but 
there was no albuminuria and very little oedema. 
With rest in bed and sedatives her pressure fell 
during the course of the next few days to 140/80 
and her oedema disappeared. She was now 34 
weeks pregnant but she was kept in bed for a 
further 10 days during which the blood-pressure 
level of about 140/80 was maintained. Her urinary 
output was satisfactory and no abnormal con 
stituents appeared in the urine. It seemed that 
she was fit for discharge from hospital when sud- 
denly, on 28th July, following particularly violent 
foetal movements, she complained of severe abdo- 
minal pain and vaginal bleeding. She was at this 
time moderately shocked and the uterus was stony 
hard and very tender. No foetal heart could be 
heard. Examination under anaesthesia revealed 
no placenta praevia and the membranes were 
ruptured artificially. Following a rapid easy labour 
she was delivered of a fresh, stillborn foetus, 


ip 
q 
\ 


34 
followed immediately by the placenta and a mass 
of retroplacental clot. The 
wrapped once round the right ankle of the child, 


umbilical cord was 


then twice round the right wrist and once round 


the right hand (Fig. 1 The absolute length ot 
the cord was 23 inches but, as a result of the turns 
iround the limbs, only 4 inches of cord remained 
between the right hand and the placenta! 
insertion which was eccentric. The mother 


ind left hospital on the rith 


free 
made a 


satisfactory recovery 


day after delivery, her blood-pressure being 


120/80 


Comment. In this case the separation of 
the placenta appears to have been due 
to the relative shortness of the cord, 
occasioned by the numerous turns round the 
foetal limbs. Separation was probably due 
to avulsion of the placenta as a result of 
traction on the cord by the foetus itself. 
Although Sexton et al. (1950) have shown 
that the severity of the haemorrhage 1s 
unrelated to the degree of toxicity, yet the 
toxaemia in this case was of such short 
duration and was so mild, that it is ex- 
tremely improbable that it could have been 
responsible for the haemorrhage. The find- 
ing of extreme relative shortness of the cord 
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as showu in the accompanying photograph 
offers a much more probable explanation 
of the haemorrhage and of the death of the 
foetus. It is noteworthy that the haemor- 
rhage started following a period of unusu- 
ally violent foetal movement and it seems 
probable that the mechanism which Duft 
(1950) described as a possible cause of ante- 
natal separation of the cord has been opera- 
tive in this case. It may well be that the 


mild toxaemia was associated with some 
degree of decidual deterioration as noted by 
Sexton ef al. (1950), which may have made 
the placenta more liable to separation as a 
result of traction by the foetus. 


I am indebted to B. Hunt for the photo- 
graph, 
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ABNORMAL LACTATION 


BY 


GEORGE L. Foss, M.D. 
Clinical Assistant in the Department of Medicine, and in the Gynaecological 
Out-patient Department, Bristol Roval Hospital 
AND 


DAVID SHORT, M.D., M.R.C.P. 
Late Medical Registrar, Southmead Hospital, Bristol 


As a result of the importance of increasing 
the yield of milk from all available cattle 
during the late war there was a considerable 
amount of research on the physiology of 
lactation. With all the accumulation of 
facts, however, our knowledge of this 
common function is still far from complete. 

This report was stimulated by the 
inability to explain the persistence of 
abnormal lactation in the cases presented 
on the basis of current theories. 

Historical. There is no dearth of 
literature on the subject of abnormal 
lactation. From the earliest times 
(Hippocrates, Avicenna) lactation was 
known to occur in virgins, but it is never- 
theless a rare event (Briehl and Kulka, 
1935). In relatively recent years several 
cases have been described in young girls. 
Noel (1901) reported the case of an 
unmarried girl who had never had coitus. 
She nursed a 6-month-old baby and suckled 
it with consequent secretion of milk. 
Baudelocque, quoted by Knott (1907), 
described. the youngest case, a girl aged 8 
years, who it was claimed suckled her baby 
brother for 4 weeks. Similar virgin lactation 
has been reported by Bentolilla (1927) and 
by del Castillo and Lanari (1933). 

Numerous reports have appeared of 
lactation in unmarried or non-pregnant 
women. In some of these suckling seems to 
have been responsible. Three unmarried 
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nursemaids who had never been pregnant, 
after repeated suckling of their mistresses 
babies, secreted milk which stopped when 
this practice ceased (Knott, 1907). 

Margaret Mead (1935) in a study of a 
primitive tribe in New Guinea states that 
““women who have never borne children 
are able, in a few weeks, by placing the 
child constantly at the breast and by drink- 
ing plenty of coconut milk, to produce 
enough or nearly enough milk to rear the 
child, which is suckled by other women for 
the first few weeks after adoption.”’ 

A negress, aged 18 years, who cared for 
a baby, put it to the breast regularly and 
then began to lactate (Richer, quoted by 
Briehl and Kulka, 1935). 

An African native woman, reported by 
Jago (1927), was barren but greatly desired 
a child: after some while, in desperation, 
she stole a newborn baby from a native 
village, suckling it regularly with satis- 
factory production of milk. 

In another group the mind may be con- 
cerned. Reeb (1937) cited a girl of 19 years 
with normal menses, who suddenly became 
irregular and started to produce milk from 
both breasts. She was unmarried but had 
intercourse with her lover. Reeb main- 
tained that she suffered such psychic 
trauma from fear of pregnancy that lacta- 
tion was initiated through the higher 
centres. No abnormalities were found 
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30 
except an enlarged right ovary. Her 
menses soon became normal and no 
evidence of pituitary dysfunction was 
found. 

Similar cases are quoted by Krestin 
(1932), Carnot and Bouttier (1930) and 
von Freudenberg (1941). The latter 
author’s case was a _ non-pregnant 
psychotic woman who for more than 4 
years emptied her breasts manually. The 
milk was exceptionally rich in fat, albumen 
and ash, but casein and other typical milk 
components were absent or showed only 
traces. Richer, quoted by Briehl and Kulka 
(1935), described a psychotic patient, 
an unmarried missionary aged 30 years, 
who had spontaneous lactation from one 
breast and maintained this by manipula- 
tion. 

Although there appears to be an associa- 
tion of suckling and/or a psychotic or 
strong psychogenic history in this group, 
Le Roy (1910) reported a case slightly 
different. An unmarried African Jewess, 
whose menarche was at Io years, developed 
copious milk secretion at 23 years and later 
psychotic symptoms. Her breasts were well 
developed but her nipples were absent, so 
that secretion of milk could not be 
attributed to stimulation of her nipples. 

Organic brain disease may sometimes be 
a responsible factor. Riese (1928) described 
an interesting patient who developed breast 
secretion as well as Parkinsonism after an 
attack of epidemic encephalitis. He con- 
sidered that her mammary activity resulted 
trom a disturbance of the vegetative nuclei. 

Some of the cases reported in nulliparous 
women were associated with endocrine 
disease. Thus Krestin (1932) reported cases 
with enlargement of the sella, and frank 
acromegaly was found as an accompani- 
ment by Carnot and Bouttier (1930), Del 
Castillo and Lanari (1933), and Lopes 
Cardozo (1938). 

A still more unusual occurrence is that 
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of lactation in males and Knott (1907) 
quotes the case of a coloured man aged 55 
years with large soft, well-formed mammae 
who acted as wet nurse to his mistress. His 
genitalia were normally developed. Lisser 
(1936) found gynaecomastia and lactation 
in an adult male with an adrenocortical 
tumour, and Staemmler (1940) reported a 
case of lactation in a male with acromegaly. 
had 
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In married women who _ have 
children, persistent lactation is 
uncommon, although in civilized countries 
with modern temale emancipation and the 
tendency to have smaller families, it is 
probably less frequently seen than 
previously. 

In his book, Diseases of the Breast, 
Geschickter (1945) says that milky dis- 
charge may continue for a period of one 
vear or more following the weaning of the 
child. True galactorrhoea, he says, is a 
rare condition and may affect one or both 
breasts. The discharge may vary from time 
to time, being at first milky and later 
serous or thick and creamy. In his hospital 
records he had discovered only 19 cases in 
50 years. It appeared usually after the 
second or subsequent weanings; two 
patients had between 3 or 4 children. It is 
more common in older women, Ir of 19 
were over 35 vears and it was bilateral in 
S. It disappears usually from I-3 vears 
after weaning but persisted from 7-17 
vears in 3 cases. * 

Lactation has been intentionally pro- 
longed indefinitely, sometimes for over 47 
years—Caseaux, quoted by Noel 
32 yvears—Kamneff (1899); 15 years— 
Gilbert (1941); 11 years—Seifert (1920); 
6 years—Edelburg (1900); whereas 
numerous reports of 4-5 years appear— 
Arnheim (1908), Kneeland (1852), Walsh 
(1891), Nikolski (1899). 

In the days of large families, Siegart 
(1903) quotes cases of 5 grandmothers who 
had 9-17 children of their own and who 
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nursed each for 1-2 years, as well as suck- 
ling their grandchildren. He mentions 
several women of 50-80 years who had 
their last pregnancy 20-47 years before and 
suckled all their grandchildren too. One 
old lady of 81 years ‘‘ had a moderate but 
regular supply of milk, rich and sweet and 
not differing from that secreted by young 
healthy mothers.”’ 

Ploss and Bartels (1899) stated that the 
custom of prolonging lactation as an 
economic measure was found among. all 
the races of the globe. 

Professor Mayer (quoted by Briehl and 
Kulka, 1935) said the psychic factors play 
a role in galactorrhoea, and where this 
persisted the woman continued to think of 
her baby lost at birth, or as the result of 
an abortion. 

The menses vary in persistent lactation ; 
in some reports they appear to continue 
normally; in others, they may be 
irregular or even absent. Two cases of the 
association of puerperal utero-ovarian 
atrophy and persistent lactation were 
described in 1855 by Chiari, Braun and 
Spaeth, and in 1882, Frommel again drew 
attention to it, saying that the ovaries were 
small and atrophic, menstruation may be 
absent and the condition may be caused or 
at least aggravated by lactation. This con- 
dition is now referred to as the Chiari- 
Frommel syndrome. 

Most of the reports on this syndrome are 
in foreign languages but Schiller (1923) 
says that lactation atrophy of the uterus 
was a result of hormones produced by 
lactating mammae and that they inhibited 
ovarian function. Hyperproduction of 
these hormones resulted in atrophy of the 
ovaries and secondary atrophy of the 
uterus. If lactating mammae failed to 
produce these hormones or in a ‘small 
quantity, menstruation and atrophy of the 
uterus did not occur. 

Gilbert (1941), whose patient had been 
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lactating for 15 years, said that her uterus 
was smaller than normal although she had 
been menstruating regularly. 

Potter (1944) reported a woman aged 32 
years whose lactation persisted after wean- 
ing her baby and she had amenorrhoea. 
No endocrine therapy was of use, but 4 
years later lactation ceased spontaneously , 
her menses recurred and subsequently a 
further pregnancy occurred, but she had 
insufficient milk to feed this child. 

Mendel (1946) describes a patient of 28 
years with secondary amenorrhoea and 
persistent lactation 14 months after the 
birth of her baby, which was breast fed, 
the uterus was small and the endometrium 
atrophic. She was treated with stilboestrol 
5 mg., twice daily for 5 days. Although her 
menses returned and her uterus became 
normal in size, lactation persisted until the 
time of the report 26 months after. 
Oestrogen therapy was of no avail. 


Physiology. Current theories on breast 
development (see Folley, 1947a; Folley 
and Malpress, 1948, for reviews) suggest 
that the development of the duct system of 
the breast is due to oestrogens and the 


lobule-aveolar system to progesterone. 
Oestrogens alone are capable of producing 
mammary growth and development in 
monkeys, ruminants and guinea pigs 
(Folley, 1947a) and they do so in men 
treated for acne, cancer of prostate or 
sexual criminal tendencies, and in women 
with primary ovarian agenesis. That they 
can cause alveolar as well as duct develop- 
ment in the female monkey has _ been 
shewn by Gardner and Van Wagenen 
(1938); Folley, Guthkelch and Zuckerman 
(1939); Gardner (1941); Speert (1948); but 
as Folley (1947a) says, there may be some 
complementary effect of progesterone from 
the ovary or adrenal cortex. 

In completely hypophysectomized 
animals, numerous workers (see Folley, 
1947a; Folley and Malpress, 1948, for 
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reviews) were unable to stimulate 
mammary growth with oestrogen alone or 
combined with progesterone and this led 
to Mixner and Turner (1943) propounding 
their ‘‘ mammogen "’ theory. This suggests 
that oestrogen stimulates production from 
the anterior pituitary of Mammogen I, 
which causes duct development and later 
another hormone, Mammogen II, secreted 
in response to progesterone, was claimed 
to cause lobule-alveolar growth. 

This theory, however, is controversial 
and not generally accepted. Gardner and 
White (1941, 1942) suggest that the anterior 
pituitary lactogenic hormone prolactin 
sensitizes the mammary glands to the action 
of ovarian hormones. Possibly thyroid has 
some accelerating action on mammary 
growth (Gardner, 1942). 

After the normal development of the 
breast by oestrogen and progesterone the 
pituitary hormones are thought to be 
necessary for lactation. The absence of the 
pituitary in experimental animals is incom- 
patible with initiation or maintenance of 
lactation (see Folley, 1947b, and Folley 
and Malpress, 1948, for reviews). 

Prolactin, together with corticotrophin 
from the anterior lobe of the pituitary, is 
probably responsible for initiation of 
lactation or lactogenesis, but neither is 
necessarily the main factor in maintaining 
galactopoiesis. 

The action of oestrogens on lactation is 
controversial. Besides the possible 
inhibitory action on lactation there is con- 
siderable evidence that under appropriate 
conditions in animals oestrogen may 
function both as a lactogenic and a galacto- 
poietic agent (see Folley, 1947b, and Folley 
and Malpress, 1948, for reviews). 

The stimulation of suckling or manipula- 
tion of the nipple, or milking in animals, is 
necessary for milk flow or “‘ let down.”’ The 
release of oxytocin from the posterior 
pituitary for this purpose is now believed 
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to be moderated by a nervous retlex (see 
Folley, 1947b and c, and Folley and 
Malpress, 1948, for reviews). 

A functioning adrenal cortex, producing 
the hormones (Ii oxygenated steroids) 
which promote gluconeogenesis, is said to 
be essential for lactogenesis. The effect of 
adrenalectomy on lactation in animals is 
controversial, but it seems possible that the 
impairment of lactation following 
adrenalectomy, which results in diminution 
of arginase in the mammary gland, may 
be due, in part, to the loss of milk 
precursors which arise from the deamina- 
tion of amino acids in the mammary tissue, 
dependent on this enzyme action. 

Galactopoiesis is evoked by iodo-protein, 
thyroid extract or /-thyroxine sodium in 
both animals and lactating women: Young 
(1947), Robinson (1947), Romani, Plocq 
and Recht (1949), Bailey, Bartlett and 
Folley (1949) (see also Folley and 
Malpress (1948) for reviews). 

Folley and Young, in 1938, stated that 
the galactopoietic hormone of the anterior 
pituitary possessed anti-insulin activity and 
in 1940 and 1945 Young emphasized the 
growth stimulating activity of his diabeto- 
genic hormone. He says, since growth, 
galactopoiesis and diabetogenesis all 
involve a restraint on oxidative processes, 
it would not be surprising if there were 
some relationship between the hormonal 
mechanisms concerned in the control of 
these phenomena. Indeed Cotes ail. 
(1949) have found that growth hormone 
is highly galactopoictic in cows. 

Selye, Collip, and Thompson (1934) 
suggest that the suckling stimulus initiates 
a nervous reflex which elicits secretion otf 
prolactin by the anterior lobe. 

If Vazquez-Lopez’s claim (1949) to have 
demonstrated nerve endings in relationship 
to glandular cells in the anterior lobe of the 
hypophysis can be confirmed and _ is 
accepted for man, then it would be easier 
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to understand that very strong psychic 
stimuli could, in certain cases, initiate 
lactogenesis in absence of pregnancy and 
secretion would possibly be maintained 
under the stimulus of continued suckling, 
but this assumes the presence of a function- 
ing anterior pituitary gland. 

Lactation is thought to be initiated 
normally as  follows—oestrogen of 
placental origin holds milk secretion in 
check by inhibiting secretion of prolactin, 
at parturition fall in oestrogen level permits 
the release of prolactin, thus starting 


lactation. Suckling initiates release of 


milk from the ducts by stimulating the 
posterior lobe of the pituitary to secrete 
pitocin and pitressin and is possibly also 
implicated in the secretion of lactogenic 
hormones from the anterior lobes. 
Normally the cessation of suckling and /or 
non-removal of milk cause cessation of 
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galactopoiesis and involution of — the 
mamiae. 

Thus the current view is that lactation 
depends on the balanced action of 
oestrogens and possibly progesterone, and 
the hormones from the anterior pituitary 
gland, with a gluconeogenic effect. Prob- 
ably the suckling reflex acts by a neuro- 
hormonal mechanism on both anterior and 
posterior lobes of the pituitary and its 
continued stimulation is necessary tor 
normal maintenance of lactation. Galacto- 
poiesis is improved by sufficient thyroxin 
secretion. 

After this preliminary view of the 
clinical abnormalities reported in man and 
the accepted views on lactation, it is 
interesting to describe the histories of 5 
patients seen in the last 3 years. The 
menstrual and lactational histories and the 
routine investigations in these 5 cases 
are set out together in Fig. 1 and Table I. 


FIGU 
| i GURE | COMMENCEMENT OF 
| |ABNORMAL LACTATION 
o 
Mie 
Zit 
ww) = = 
2 
PREGNANCY 
I 3519 | M LACTATION 
MENSTRUATION 
| 
1 + 
LACTATION 
MENSTRUATION 
T2815 LACTATION 
MENSTRUATION 
PREGNANCY 
LACTATION 
MENSTRUATION 
PREGNANCY 
V 1/27/1441 M LACTATION 
MENSTRUATION 
3 
5 


YEARS. 


q 
Zz 
Tif, 


Cardto-. 

Chest radiograph 
Sella radiograph 
Visual fields 


Urine (reducing substance) 


Haemoglobin 
Erythrocytes 


Serum proteins 
Wassermann reaction 


Uterus 


Radioactive 
test 


iodine take-up 


B.M.R 
Serum cholesterol 


Insulin sensitivity test 
unit; Kg. I.V 


Glucose tolerance test 
venous blood) Fastin, 
hour 
hour 
hours 
hours 
hours 


; (24 hours 


Normal 


Ash 
Protein 


Lat tose 


Clinical Features and Investigations. 


Case I 
6344 inches 
14 2 pounds 


Hypopituit 
arism 


N.(120 


SI: trace 
(unidentified) 


50 per cent 
4.04 mil 


6.5 (plasma) 


N 


2360 mg. 


Unconscious 
it 20 min 


TABLI I 


Case 2 


Case 3 
60 mches 64 inche 
98 pounds 


N. 


N.(140 /90) 


trace 
(glucose — ve 


1o2 per cent SQ per cE 


168 pounds 


Case 5. 


04" hes 07! 
147 pounds 


Acro- N. 
megaly 
N.(135/ 80) 

N. N. 

Large Large 
N. N. 
Nil, Nil. 


‘nt gS per cent 


4-47 mil, 5-04 mil. 


6.8 G 


Absent 
(hys- 


terectom 


N 


170 Ing 


N. 


ve 
ve 


mg 


Squames 


scanty, 


7.26G. 
ve 
N 
V) 


Mildly 
thyrotoxic 


Fainted 
20 min. 


105 mg. 


5 per cent 


Doderlein’s 


bacilli 
present. 


inches 


138 pounds 


N.(140/85) 


| 

Case 4 | 
Height 

Weight 
N N N 
N. N. N 
N. N. N, 

Nil. 

— 

—ve. 

N 

| 

| 
93 mg mg. 

3 O34 SS 163 

in 

Kepler test I ve ve, 

IT ve(26.2 ve. (45-2) 
th 

1; 1.69 mg 5-5 mg 13.3 mg. a 

Milk a Vsis \ 
Fat 3-27 percent 5.4 t per cent 

0.29 0.5 0.39 0.15 

1S 3-52 », 1.63 ,, 

. 


ABNORMAL LACTATION 


Case 1. In June 1948, a married woman, aged 
37 vears, was admitted to hospital with a breast 
abscess and persistent lactation. 

Menstruation had started at 19 years and con- 
tinued normally apart from her pregnancies, until 
November 1946, since when she had amenorrhoea. 
Five children were born between 1933 and 1938, 
and she fed these for 3 months, when lactation failed 
each time. The 6th child was born in January 
1946; delivery was normal without excessive loss. 
Lactation failed after 10 days with the appearance 
of a breast abscess. Her periods started again in 
February 1946, and were regular until November 
1946. Lactation suddenly began in December 1946, 
and has persisted copiously ever since (Fig. 1). 

Up to November 1946, she had been working in 
a bottle-filling factory, but when amenorrhoea and 
galactorrhoea began, she noticed a general weakness 
and fatigue and gave up her job. In the preceding 
18 months she lost 2 stones in weight. She felt the 
cold excessively and noticed loss of hair on the body 
and eyebrows. Her skin was dry. Libido was 
absent and she had dyspareunia. She was languid 
and sleepy, suffered from headaches, hot flushes, 
and particularly dizziness and_ sensations of 
blacking-out.’’ 

In July 1947 she had been admitted to another 
hospital on account of amenorrhoea and _ right- 
sided abdominal pain. Her uterus was anteverted, 
nermal in size and no gynaecological cause for her 
pain was found. X-rays showed some osteoarth- 
ritts of Lit and 2 vertebrae and sacralization of the 
right side of L 5. Her cerebro-spinal fluid was 
normal and hysterical anaesthesia of the left side 
was diagnosed bya physician. No record was made 
of galactorrhoea or distribution of body hair at 
that time, When admitted to hospital again in June 
1948, her breast abscess soon cleared with penicillin 
and she was investigated fully. 

On examination she had a normal, well-nourished 
figure with large, pendulous breasts, but her face 
was haggard and she looked about 50 years old. 
Her complexion was pale, wrinkled and parch- 
menty in appearance. Her skin was dry and 
smooth. There was loss of hair over the outer part 
of the eyebrows. Cranial hair was thin and brittle, 
pubic hair scanty and axillary hair completely 
absent. Both breasts were engorged and secreting 
milk copiously. Her thyroid was normal and no 
other abnormal physical signs were found. The 
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heart rate was 80. For investigations see Table I. 

She has attended for follow-up at infrequent 
intervals since, and her last blood count (22nd 
August, 1949) showed red blood cells 4.12 mil. 
c.mm.; Hb. 72 per cent; colour index 0.87; mild 
hypochromia. 

Treatment with testosterone has been ordered 
intermittently but she failed to attend for this. 
When last seen in August 1949, she was in exactly 
the same state and producing milk copiously, 
soaking her clothes each day. 

Case 2. An unmarried girl aged 16 years, 
employed as a clerk, was first seen in November 
i948, complaining of lactation which had _per- 
sisted for the preceding 2 years, except for one week, 
a month before she was referred, when her doctor 
gave her stilboestrol 1 mg. on alternate days. The 
milk became less fora week and then began to flow 
again while still receiving tablets. 

Lactation began at 14 years, quite spontane- 
ously, for no apparent cause, and on careful 
questioning she absolutely denied any stimulation 
of the nipples or suckling, she had no particular 
boy friends and intercourse had not taken place. 

Her menses started at 12 years, usually lasting 4 
days at intervals of 26-28 days. In May 1948, 6 
months before she was first seen, her periods began 
to decrease and apart from a very scanty loss in 
August 1948, the last normal period was in July 
(Fig. 1). 


though her weight was the same as a year ago. 


The patient said she was still growing, 


There was no history of past illness. Her father 
had pulmonary tuberculosis following pneumonia 
3 months before. Her mother had a hysterectomy 
for fibroids One brother, aged 21 years, was 
healthy. 

On examination she had a slim figure, her breasts 
were well developed and of good shape, the nipples 
were not prominent but the veins around the 
areola were dilated and about 1.5 ml. of milk was 
expressed easily by hand from both. Pubic and 
axillary hair was abundant and of usual female 
distribution. Skin soft and smooth. No abnormal 
physical signs were found. Ocular fundi, fields, 
cranial nerves were all normal. Her pelvic organs 
were examined under anaesthesia and no defects 
were found, and she was virgo intacta. 

She was admitted to hospital for investigations 
(Table I). This patient has been under observatior 
at intervals since November 1948. She had on 
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ry scanty menstrual loss in December iggs. In 


March he still had the same daily leakage 
and had 


1948. Her weight was 


nilk trom both breasts amenorrhoea 

persisted since December 
omplained of occasional headaches and 

was depressed at the absence of menstruation 

Lactation had lasted 3's years 

showed 


ds had 


Further clinical examination at this time 
but her output of 17-ketoster 
24 hours 


to 22.2 mg 


CASE 3 A married woman, aged 30 years, com 


plained of persistent lactation for 2 years and was 
referred in December 1948, as a surgeon had advised 
balateral amputation of the breasts. 

Her first child, a girl aged 11 years, suffered from 
ongenital heart disease, the second, a boy of 6 
vears, had congenital cataracts and asthma, the 
third «a boy died after birth with congenital heart 
disease, and a fourth, normal child aged 22 months 
had been adopted. 

With the first child she developed a breast abscess 
on the 2nd day and lactation was stopped with 
tablets, presumably stilboestrol. Belladonna 
plasters were applied to both breasts for 2 months 
betore the birth of the second child and lactation 
failed 


third baby and there was no lactation 


The same measures were adopted with the 


irs and were regular 


Her menses started at 13 ve 


very 28 days, lasting 7 days. On year after the 
first baby they returned with menorrhagia every 17 
After her 


less constant loss for 2 years 


second baby there was more or 
She had a curettage 
ind removal of polypi for this but still continued 


to bleed \s the metrorrhagia persisted after her 


third baby for with more intensive flood- 


had a_ total 


vears, 
ing at times, she 


tober 


hysterectomy in 
1946 
lromediately after this 


Operation both breasts 


started to secrete milk copiously and had persisted 
ever since (Fig. 1 All kinds of endocrine therapy 
had been given without success and she cde veloped 
mastitis in both breasts in July 1948, for which she 
received a full course of penicillin. As a last 
measure, owing to the persistence of her lactation 

idvised both 
igreeing to the first surgical opinion, she 
Cooke, 


a surgeon 


Before 


amputation of breasts 


referred to Mr 
G.L.F.) to see her. 


Her general health was good and 
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appendicectomy there was no history of other 
occurred 
healthy 


illness. Libido was absent but intercours: 


once a week. She was a normal, cheerful 
looking woman and had gained 2 stone in the pre- 
ceding 2 months. On general examination ther 


were no abnormalities. Her breasts were full but 


not tender. There were no lumps and only a small 
bead of colostrum was expressed when seen, but 
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her clothes were stained by large patches. She was 


transferred to the Department of Medicine for 


turther study (Table I). Swabs from both nipples’ 
secretion showed coagulase positive staphylococcus 
iureus from the left and coagulase negative staphy- 
lococcus albus and a few colonies of diphtheroid 
bactllus from the right 

On 11th January, 1940, there was some daily milk 
secretion but she was told on no account to express 
it and by oth 1949, 
an occasional drip from the left nipple. 


February, there was 

The most recent follow-up in June 1950 showed 
that both breasts were still secreting milk and 
another recommended _ bilateral 


surgeon had 


amputation. 

Case 4. A married woman, aged 39 years, com- 
plained of persistent lactation for 4 years since the 
birth of her last baby girl. She breast-fed this child 
for 10 months. As the breasts had secreted milk 
after weaning, she had continued to express it every 
3 days for the sake of comfort. 

Her menses started at 13 years and were heavy 


for the first 6 months and then settled down to a 


4-day loss, every 28 days. There were 2 other 


children aged 17 and 13 years. Following the third 
baby her periods started again after 4 months, and 
had been normal and regular ever since (Fig. 1). 
She was treated from time to time by her own 
doctor with stilboestrol without any effect on milk 
Libido 


but intercourse occurred twice weekly. 


production. was less during the last vear 
There was 
no relevant history of past illness or illness in her 
family. 

On examination on 23rd March, 1949, there were 
definite clinical signs of mild acromegaly, with 
slight dorsal kyphosis, thick lips, a big tongue, and 
rather coarse features, although there was no prog- 
Her hands were large and the fingers 
Since her last child she required a size larger 


nathism 
thick. 
in shoes. 


Her weight was steady and her figure was 
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reasonably normal. She had slight exophthalmos. 
Phe thyroid was not enlarged. 

Her breasts were full and the veins were 
Milk in quantity 
was expressed easily from both nipples, average 


prominent around the areolae. 


volume 2', ounces daily. Distribution of axillary 
and pubic hair was normal and no other abnor 
malities were found on examination. She was 
admitted to hospital for investigation (Table I). 


X-rays. 

Skull—inner table of frontal bones is dense, 
frontal sinuses are large and the frontal 
eminences are prominent. 

Hands—Tufting of terminal phalanges. 

Spine—dorsal kyphosis and marked  osteo- 
arthritic changes but no osteo-porosis. 

This patient was subjected toa full course of deep 
X-ray therapy to the pituitary (daily irradiation 
for a month from 3rd August, 1948). 

She has been under observation at intervals up 
till April 1950, and there has been no change in the 
amount or persistence of lactation and on account 
of the discomfort she was forced to express it every 
4 days. Her menses remain normal and there has 
been no apparent change in her facies, but her 
wedding-ring was removed as her fingers have 
increased in size. No change in fundi, visual acuity 
or visual fields has been found and the X-rays of 
her sella are unchanged. 


CASE 5. In October 1940, a married woman, aged 
28 years, complained of amenorrhoea and persistent 
lactation since the birth of her only child 20 
months previously. She had imcreased in weight 
and desired another baby. Her menses started at 
14% years, lasting 4 or 5 days every 28 to 30 days. 
At 17 years she suffered from amenorrhoea for 6 
months. She had a normal delivery of a 7': pounds 
baby girl, which was breast-fed for 7 months. Her 
milk was very copious and she usually had to take 
off 8 ounces daily in addition to the feeds. Amenor- 
rhoea had persisted since conception—z9 months 
before (Fig. 1). Her general health was good with 
only occasional headaches. Her libido was normal 
and orgasm occurred at intercourse twice weekly. 

At 13 years she had chorea but no other illness 
and there was nothing of note in her family history. 

She was kept under observation while awaiting 
admission to hospital for further investigations and 
on 20th October she had a period lasting 5 days 
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with normal loss—the first for 21 months since the 
birth of her baby. 

On examination she had a normal well-nourished 
figure. There was uo constriction of her visual 
fields and her ocular fundi and visual acuity were 
nornjal. There were no disorders of her cranial 
nerves. Distribution of axillary and pubic hair was 
normal. The breasts were of good shape and firm 
but a considerable amount of milk was readily 


expressed from each (Table I). 


DISCUSSION 

On reviewing the histories of these 
reported cases, several factors appear 
to be significant. Suckling may pro- 
long lactation almost indefinitely — in 
women who have previously breast-fed 
children. Similarly manual removal of 
milk or stimulation of the nipples may 
sometimes have the same effect. 

Suckling in combination with strong 
psychogenic stimuli or even psychotic 
symptoms may initiate lactation in 
nulliparous or virgin women. 

Possibly organic brain disease affecting 
the mesencephalon or hypothalamic nuclei 
may occasionally be a responsible factor. 

In another group endocrine influences, 
due to pituitary tumours with excessive out- 
put of anterior lobe hormones, or cortical 
adrenal tumours, may stimulate galacto- 
poiesis or even lactogenesis. 

In view of all the evidence that 
oestrogens and probably progesterone are 
required for the development of the breast 
before lactation can occur, the authenticity 
of the case of virgin lactation in a girl of 8 


‘reported by Baudelocque (Knott, 1907) 


must be seriously doubted unless possibly 
she had some endocrine tumour of which 
there is no record. However, in sexually 
developed virgin girls, spontaneous lacta- 
tion can occur and in the case described in 
this paper no demonstrable dysfunction 
could be found nor was there anything in 
her history to account for the onset. The 
only point of possible significance is that 
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the output of 17-ketosteroids had increased. 
If this is confirmed during further observa- 
tion it is possible that lactation may be due 
to pituitary hyperfunction or some hyper- 
corticoid syndrome. Although no further 
examination of the uterus has been made, 
the almost complete amenorrhoea suggests 
that she might be included under the head- 
ing of the Chiari-Frommel syndrome 
which, however, is a vague eponym cover- 
ing several theoretical combinations of 
endocrine imbalance leading to the associa- 
tion of persistent lactation and utero-tubal 
atrophy. 

Case 3 is interesting as lactation was not 
allowed to occur during pregnancies but 
began spontaneously following hysterec- 
tomy for heavy irregular uterine bleeding 
3 years after the birth of her last baby. 
Whatever may have been the mechanism 
responsible for the initiation of lactation, 
possibly its persistence was in part due to 
her habit of relieving the tension by 
expressing the milk manually. 

Case 4 is more readily understood. 
Lactation had persisted for 4 years follow- 
ing the weaning of her 3rd child, which was 
breast-fed for 10 months. Menstruation 
had not altered and she showed evidence of 
overaction of the growth hormone and 
thyvrotrophic hormone, with definite but 
early acromegaly and is similar to the cases 
described by Carnot and Bouttier (1930), 
Del Castillo and Lanari (1933) and Lopes 
Cardozo and Kater (1938). 

similarly, Case 5 is probably due to 
pituitary hyperfunction and possibly an 
early eosinophile tumour. So far the only 
evidence to this is radiological 
enlargement of the sella and thinning of the 
dorsum sellae. In addition to persistent 
lactation for 20 months, she had 
amenorrhoea for the same period. Similar 
cases were reported by Krestin (1932). 

Case I, however, presents a_ real 
problem. Although there is no history of 


suggest 


postpartum pituitary necrosis, clinical 
examination and investigation strongly 
suggested that there is fairly gross damage 
to the anterior lobe of her pituitary. There 
is evidence of deficiency of gonadotrophins, 
thyrotrophins and corticotrophins. She is 
not myxoedemic as the insulin sensitivity 
test is unlike that in myxoedema, but it is 
unusual for a case of hypopituitarism to 
lapse into semi-consciousness with a blood 
sugar of 50 mg. per cent. Further, if she 
were myxoedemic her radio-active iodine 
direct uptake test would have been flat and 
thyroid concentration of I'*' would not rise 
significantly above body background. 

That she still had slight functional 
activity of her adrenal cortex is suggested 
by a 17-ketosteroid output of 1.69 mg. /24 
hours and a Kepler test factor of 26.2 in 
Procedure II. Nevertheless, it is surprising 
that, with considerable pituitary anterior 
lobe deficiency, she was able to produce 
quantities of milk for so long. 

From the endocrine aspect the only 
common factors in these five cases are 
persistent lactation and probably an intact 
posterior lobe of the pituitary. 

Conceivably the posterior lobe secretions 
may be responsible, but based on present 
knowledge, although they may maintain 
lactation as a result of the suckling stimulus 
in the presence of adequate anterior lobe 
hormones, in the absence of the latter it is 
difficult to explain how lactation may be 
initiated. 

Animal experiments have shown con- 
clusively that lactation is not possible after 
hypophysectomy, but we do not know if it 
is possible after removal of only the anterior 
lobe, leaving the posterior lobe intact, or 
even in hypophysectomized animals to 
which the purified posterior lobe hormones 
are given. 

Is it reasonable to postulate that the 
receptor organ, the breast, is unduly 
sensitive to the endocrine stimuli, however 
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ABNORMAL LACTATION 


slight, in those cases without any evidence 
of definite pituitary over-activity ? 

One cannot help surmising that the 
hypothalamic centres, or even centres else- 
where in the brain, such as those in the 
frontal areas, involved in emotional and 
conscious thought, may provide some link 
in the story of lactation. 

There is little doubt that endocrine 
functions, definitely via the posterior lobe 
(Verney, 1946) and possibly via_ the 
anterior lobe, can be influenced from the 
higher centres and psychogenic stimuli, 
through the medium of neurohormonal 
reflexes. Possibly such a hypothesis may 
explain the lactation reported in a nulli- 
parous native woman who so strongly 
desired a child that she stole a baby and 
suckled it successfully (Jago, 1927). But 
again, for this to happen, modern theories 
assume the importance of an intact anterior 
lobe of the pituitary. On present evidence 
one hesitates to suggest that this may not 
be so, but it seems reasonable to postulate 
that it cannot be the whole explanation. 

We know that lactation is inhibited 
during gross over-activity of the uterus 
during pregnancy and milk is released at 
parturition. Similarly, in most women, 
during the strongest and most active phase 
of lactation, menstruation is inhibited and 
when lactation persists there may be 
prolonged amenorrhoea and even some 
atrophy of the uterus. 

There may be antagonism between 
breast and uterus so that under certain 
circumstances during lactation the action 
of the ovarian hormones on the uterus is 
less or the threshold level for the uterus is 
higher, and conversely in Case 3 hysterec- 
tomy for excessive uterine activity and 
haemorrhage then was followed by stimula- 
tion of the breasts now no longer inhibited 
by uterine influences. 

Another possible explanation could be a 
specific over-action of one pituitary trophic 
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factor, as we know occurs under the action 
of stress (Selye, 1950), when there is an 
excessive output of corticotrophin with or 
without X substance to stimulate the 
adrenal cortex, and a relative deficiency of 
gonadotrophin. Thus a relative increase 
of growth hormone and deficiency of 
gonadotrophin would lead to abnormal 
galactopoiesis with uterine atrophy or 
hypo-activity. 

Even in generalized pituitary deficiency 
an imbalance between the trophic factors, 
which still exist, might be sufficient to 
account for persisting lactation together 
with complete absence of gonadotrophic 
and ovarian function. 


vu 


Such might only be possible if the 
threshold response of the breast is 


unusually low. 

Obviously these vague hypotheses mean 
very little and the elucidation of the 
problem must rest in the hands of the 
experimental physiologist and biochemist. 

Unfortunately facilities for biological 
assays of pituitary function were not avail- 
able in this small series of an unusual 
abnormality. These 5 cases are being kept 
under observation and only the patient 
with presumed hypopituitarism has had 
any form of endocrine therapy. 


SUMMARY 

The available literature on persistent 
lactation is reviewed, together with current 
theories on the physiology of the normal 
phenomenon. 

Five unusual cases of abnormal lactation 
in females are reported, one in a young 
virgin and the rest in women who have 
borne children. Lactation followed 
hysterectomy in I case, in 2 there was 
evidence of pituitary over-activity, and 
finally it occurred in a patient with pituitary 
deficiency. 

The inadequacy of modern knowledge to 
explain the occurrence of these anomalies 
is discussed. 
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We are indebted to Mr. H. L. Shepherd 
for referring 3 of these cases to one of us 
(G.L.F.) and to Dr. D. H. Davies tor 


permission to report the other 2 cases. 


We are also grateful to Professor C. B. 
Perry for allowing facilities for inpatient 
investigation, and to Dr. S. J. Folley for his 
comments and criticism of this paper. 
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A CASE OF LEUKOSIS OCCURRING IN THE PUERPERIUM AND 
SHOWING DEPOSITS IN THE ENDOMETRIUM 


BY 


FRANK Hampson, D.M. 
From the Central Pathological Laboratory, the General Hospital, Grimsby. 


Case HISTORY 

THE patient, Mrs. S., was a married woman 
aged 21. There was no significant previous 
history. She was delivered of her first 
child, which was a healthy full-time infant, 
without complication, except that perineal 
repair was necessary. The temperature 
rose to roo -F, on the evening of the day of 
confinement and to 102 F. on the following 
night. At this time she was admitted to 
hospital as a case of puerperal pyrexia and 
physical examination showed that the only 
abnormal sign to be elicited was an im- 
paired percussion note at the left base. The 
patient at this time appeared ill. 

For a period of 9 days there was little 
clinical change. Pyrexia continued and 
the patient was still obviously ill. At the 
end of this period a loud pericardial rub was 
detected, the spleen was found to be pal- 
pable, and a purpuric rash was beginning 
to appear over the anterior abdominal wall. 
Two days later it was noted that there was 
a small effusion of fluid into the left knee 
joint. Two days later ascites of moderate 
degree was observed. 

On the following day the rash had become 
generalized and had changed its character, 
being now frankly pustular in appearance. 
It was also noted on this day that the lymph 
nodes of neck, axillae and groins all showed 
moderate enlargement. They were rather 
soft and not tender. The temperature 


remained high and during this period it was 


consistently at its highest in the mornings 
and at its lowest in the evenings. In the 
mornings the usual temperature was 102 I’. 
From this date onwards her condition 
steadily worsened for the next 21 days. 
splenomegaly persisted as did the rash and 
the glandular enlargement. There was no 
fallin the temperature as a consequence ot 
sulphonamide and_ penicillin therapy. 
Blood transfusion, as will be seen, produced 
no improvement. Thirty-six days after 
delivery of the child she died. 

Laboratory Investigations. 

Six days after delivery throat and cer- 
vical swabs showed no streptococci; there 
was in fact no growth from the culture of 
the cervical swab. The urine showed a 
faint cloud of albumen and there were a few 
leucocytes in the deposit. Two days later, 
fluid from the pleural effusion was ex- 
amined and found to be sterile and some- 
what blood-stained. A blood count at this 
stage showed a haemoglobin of 50 per cent 
(Haldane) and a red cell count of 3,000,000 
per c.mm., with a leucocyte count of 21,000 
per c.mm. The differential blood count 
showed 65 per cent of mature lymphocytes, 
neutrophils accounting for 29 per cent of the 
total. On this day she received 2 pints of 
blood. Five days later the blood count 
showed no change in response to trans- 
fusion. The haemoglobin was still 50 per 
cent (Haldane) and the red cells 3,100,000 
per c.mm. The leucocyte count had now 
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risen to 25,000 per c.mm. On this day a 
Widal reaction and a Paul-Bunnell reaction 
were also carried out and the results were 


negative. Examination of the faeces 


showed no pathogenic organisms. Five days 
later a sternal puncture was « arried out and 


the only abnormality noted was the 
presence of a moderate excess ot apparently 
mature small lymphocytes. On this day 
one pint of packed red cells was given by 
transfusion. Three days later a swab from 
the cervix was found to show pus and on 
culture a coagulase-positive Staphylococcus 
aureus Was grown and Ps, pyocyaneus was 
also found. At this point penicillin therapy 
Four days later the 
Wassermann and Kahn reactions were 
found to be negative. On the following 
day, that is 8 days after transfusion with 
pac ked cells, it was found that once again 
the haemoglobin and red-cell counts were 
50 per cent (Haldane) and 3,000,000 per 
c.mm. respectively. The leucocyte count 
now showed asignificant fall, being reported 
as 5,000 per c.mm. on this day. The differ- 
ential leucocyte count showed a 
change, with the majority of cells (56 per 
cent) mature segmented neutrophils. Blood 
culture was carried out at this stage and it 
showed a good growth of Staphylococcus 
aureus. This organism was found to be 
coagulase-positive and on testing it was 
found to be penicillin resistant. 


was introduced. 


also 


Postmortem Examination. 

This examination was carried out on the 
day after death and external examination 
showed the body of a well-nourished young 
woman with numerous petechiae around 
the face, neck and shoulders and also 
around the hips and upper parts of the 
thighs. Internal examination showed the 
following features. There was extensive 
lymphoid hyperplasia in the region of the 
pharynx. In the chest, recent adhesions 
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were observed over the major part of the 
surfaces of both lungs. The pericardial 
space was found to be obliterated by an 
organising fibrinous pericarditis; the heart 
was moderately enlarged. The liver was 
slightly enlarged and the spleen greatly so 
(1} pounds). On section it was dark red 
and firm. Thealimentary tract was normal 
as were the kidneys, ureters and bladder. 
The uterus was enlarged and soft. The 
external os was about } inch in diameter, 
and a small mass of detached tissue was 
projecting through it. In the fundus there 
was a roughened area of tissue with a 
ragged mass of material attached to it. 
There was no naked eye evidence of uterine 
infection. 

The lymphatic system showed general- 
ized enlargement of lymph nodes. 
Enlarged nodes were found in the neck, the 
axillae and groins, in the superior medias- 
tinum, the lung roots, and the para-aortic 
region. The cut surfaces of these glands 
were firm and fleshy and of a pinkish grey 
colour. At this stage a tentative diagnosis 
of an acute form of reticulosis was made. 


Hisiological Examination. 

Portions of many organs were taken for 
section and the changes in the endometrium 
about to be described were found to corres- 
pond very closely with those seen in some 
of the lvmph nodes. Sections through the 
endometrium as shown in Figs. 1 and 2 
showed widespread infiltration of the endo- 
metrium by large cells of primitive type. 
This infiltration was rather patchy in dis- 
tribution: in some areas the endometrial 
tissue could still be seen in an intact con- 
dition except for the presence of large 
amounts of blood clot, and a widespread 
infiltration by acute inflammatory cells; 
elsewhere the abnormal tissue had com- 
pletely replaced the normal endometrial 
pattern. There was, therefore, in the endo- 
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Low-power view of endometrium to show replacement of normal tissue by 
the infiltrating cells. x 175 
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¢ , High-power view of the same area gat the type of infiltrating cells. x 875 7 


metrium a proliferation of primitive type 
cells similar to that seen in other organs and 
in particular in the lymph nodes. The 
nature of the infiltrating cells is seen in the 
figures. 

Consideration of the clinical and morbid 
anatomical findings suggested that the 
diagnosis might well be that of a_histio- 
cytic medullary reticulosis but histological 
examination does not support this. Robb- 
Smith (1947) described considerable ery- 
throphagocytosis as a feature of this con- 
dition and in the sections from the present 
case this was not observed to any great 
extent, although there was a suggestion of 
the process in a few areas of the uterine 
deposits. This feature of erythrophagocyto- 
sis was also stressed in an earlier description 
of Scott and Robb-Smith (1937) in which 
they refer to the preponderance of cells of 
the histiocytic series. Many of the cells were 
described as being typical histiocytes con- 
taining red cells and nuclear debris, whilst 
others were of a more primitive nature 
which did not show phagocytic activity. 
These cells they termed prohistiocytes. 
These changes were not present in the 
lymph nodes from this case. The typical 
cell of the endometrial deposits in the 
present case is seen to be a large cell with a 
rather darkly staining nucleus which is 
often eccentrically placed within the cell 
and which shows considerable variation in 
size in different cells. In general, phago- 
cytic activity is not seen. There is very 
little evidence of any tissue destruction. 

I am indebted to Dr. Robb-Smith for an 
opinion on the diagnosis in this case. He 
kindly examined the material and described 
the characteristic cell as being of a primitive 
type which might be thought to show some 
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difierentiation towards the lymphocytic 
series, but on the whole his opinion was 
that the characteristics of the cells were 
more suggestive of the reticulum cell than 
the lymphoblast. He believed that these 
cells would probably correspond closely to 
the appearances in smear preparation of 
stem-type haemic cells and that this case 
could best be regarded as a leukosis of 
haemocytoblast type. He pointed out that 
it was difficult to make a distinction between 
this condition and a _ reticulum celled 
medullary reticulosis. This latter sugges- 
tion is of interest in that clinically the case 
was one of acute illness leading rapidly to 
death, whilst the description given by 
Robb-Smith (1947) of the clinical features 
of a reticulum celled medullary reticulosis 
is that of a chronic illness when it occurs in 
adults. 

The final opinion about this case, how- 
ever, is that it is a leukosis of haemocyto- 
blast type. 


SUMMARY 

A case of acute and rapidly fatal illness 
in the puerperium is described. The main 
clinical features were continued pyrexia, 
pericarditis, ascites, splenomagaly and 
generalized lymph enlargement. 
Post-mortem and morbid histological find- 
ings are described and the reasons given 
for considering this case as a leukosis of 
haemocytoblast type. 
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THE EVOLUTION OF THE GYNAECOLOGIST* 
BY 


A. LeyLanp Ropinson, M.D., F.R.C.S., F.R.C.O.G. 
Emeritus Professor of Obstetrics and Gynaecology, University of Liverpool 


Tue Oxford English Dictionary defines 
gynaecology as ‘‘that department of 
medical science that treats of the functiors 
and diseases peculiar to women ’”’ and thus 
declares that obstetrics is an essential part 
of the work of the gynaecologist. If 
this be so, ‘‘The Royal College of 
Gynaecologists ’’ would be a fitting descrip- 
tion of our foundation, but the founders 
had good reason for perpetuating in our 
polysyllabic and sonorous title a time 
honoured name and a duality of purpose 
that is of great historical interest. It is the 
fortunes of the gynaecologist in this dual 
role that we are now to consider. 

His evolution may be said to have begun 
in the garden of Eden and although 
priority may be claimed by the thoracic 
surgeon, or by the anaesthetist, for we read 
that Adam was put to sleep, the 
gynaecologist can afford to be generous for 
the operation upon Adam was_ never 
repeated, whereas the gynaecological 
activities of Eve have continued to exert a 
profound effect upon the welfare of man- 
kind ever since. If, therefore, the 
Aesculapian symbol has a somewhat 
obscure application to medicine in general, 
there can be no doubt that the serpent is 
an emblem of peculiar significance to the 
gvnaecologist. 

The earliest phases of his evolution are a 
matter of speculation, for although the con- 
dition of neolithic skulls proves that ancient 
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man had some knowledge of surgery, there 
is no such unequivocal evidence of his 
attainments in gynaecology and we must 
look to more esoteric sources for informa- 
tion on this stage of his development. We 
may derive some help from the study of the 
sex behaviour of modern savages who, 
according to the best ethnographical 
opinion, have never come under the 
influence of civilization and who for this 
reason must be placed farther back in the 
evolutionary scale than the earliest 
civilized communities of which we have 
any record. Among aborigines of this 
type, man is lord and master and a firm 
believer in a system that relieves him of 
uncongenial occupation while the women 
do the work and look after the family. 
Under this system the women are the mid- 
wives and also the supervisors of many 
ceremonies relating to puberty and 
marriage. Among certain tribes they carry 
out the operation of circumcision and also 
the procedure known as fibulation, which 
involves the removal of not only the 
clitoris and nymphae but also a portion of 
the labia majora and the mons veneris—a 
mutilating procedure which results in a 
degree of vaginal occlusion so complete as 
to make coitus impossible until the vagina 
has been re-opened by the operation of 
defibulation. The tribal doctors or medicine 
men play little if any part in these opera- 
tions, either because they are excluded 
by a dominant matriarchal tradition or 
because they consider such work beneath 
the notice of those who are the friends of 
the gods and the masters of witchcraft. We 
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must not identify the sex behaviour of 
modern uncivilized man too closely with 
the customs of his unknown pre-civilized 
ancestors, but it is reasonabie to infer that 
in prehistoric times midwifery was in the 
sole charge of women and that the pre- 
historic physician played no part in either 
midwifery or gynaecology. 


Influence of the Early Civilizations 


It is a far cry from neolithic man to the 
Greek physician but during this long 
transition the progress of gynaecology can 
be faintly discerned through the cuneiform 
inscriptions of the earliest writing and the 
papyri and the mummified remains of the 
ancient Egyptians. We learn that the 
Sumerians in 4,000 B.C. were interested in 
cattle breeding and thus had the rudiments 
of genetics, and that the Babylonians 2,000 
years later had an organized medical 
profession with penalties for malpraxis. 
Medical literature made its appearance 
and some of it related to gynaecology 
including the fragmentary Kahun papyrus 
(850 B.c.), which deals with uterine 
disorders and one of the Berlin papyri 
(1,450 B.c.), which consists of incantations 
for the protection of mothers and babies, 
whilst the Ebers papyrus of 1,500 B.C. 
describes a test for pregancy that adum- 
brates the principle of Aschheim and 
Zondek. The conception of health as 
distinct from disease also took shape with 
Thoth as the God of Health and the lion- 
headed Sckhet as the deity of childbirth. It 
became traditional to associate the lives of 
great men with the art of healing and the 
celebrated Imhotep who was the Grand 
Vizier of Egypt and the architect of the 
Great Pyramid of Sakkarah, the oldest 
stone building in the world, was 
worshipped after death as the God of Heal- 
ing, although nothing is known of his 
medical activities during his lifetime. This 
tendency to identify medicine with the 
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gods and to confuse the gods with men is 
beautifully illustrated in Greek mythology 
in the legends of Apollo and Aesculapius. 
Apollo, the twin brother of Artemis, is of 
special interest to the gynaecologist, for at 
Delphi there may still be seen a monument 
as old as the pyramids—the Omphalos—a 
stone placed there to commemorate the 
separation of the umbilical cord of the 
young god and to establish for all time the 
importance of this physiological, if fabu- 
lous, event. After Apollo as a prodigious 
neonate had slain the monster which 
ravaged Parnassus, he founded the cult for 
which Delphi became famous, and it was 
here that Aesculapius is alleged to have 
practised the art of healing. Unhappily he 
was all too successful and his career was 
brought to an end with a thunderbolt after 
Pluto, the God of the underworld, com- 
plained to Zeus that Aesculapius was 
depriving his dominions of subjects by 
raising the dead to life. It may be that 
Aesculapius was not a purely mythical 
character, for he has been identified with a 
priest who lived and practised the cult of 
Apollo at Delphi in 1250 B.c., but whether 
mythical or mortal he became the God of 
Health and temples in his honour were 
built in various parts of Greece and the 
Ionian islands, including the island of Cos, 
where Hippocrates was born in 460 B.c. 


Influence of the Hippocratic School 

It was formerly believed that Hippo- 
crates was a son of a priest-physician of 
the Aesculapian order, but this view is no 
longer tenable as it is now known that the 
cult had not been established at Cos at the 
time of his birth. It is certain, however, 
that he visited several of these temples, 
that he was steeped in their tradition and 
literature and fully conversant with their 
methods and practice. After much work 
and wandering he settled in Thessaly and 
spent the rest of his life in the vicinity of 
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Delphi practising medicine and gynae- 
cology in the towns and villages that may 
still be seen in that neighbourhood. It was 
here during the first world war that your 
memorialist may humbly claim to have 
established a link between the Father of 
Medicine and this College, when after visit- 
ing the oracle at Delphi he performed an 
operation for excision of the vulva in the 
village of Suvalla on the foothills of Parnas- 
sus, and on another occasion met a Greek 
physician in consultation over a gynaecolo- 
‘ical case in the town of Lahrissa, which 
Hippocrates frequently visited and where 
he eventually died. This link may be 
regarded as somewhat tenuous, but at least 
we may be sure that given the opportunity 
Hippocrates would have lent his support to 
the foundation of this College. In his day 
gynaecology had lost much of its crudity 
and had become an accepted part of medi- 
cine. The range of the subject was consider- 
able and in some ways surprising. For the 


investigation of sterility attention was paid 
to the regularity of menstruation, the size 
of the os uteri and the position of the uterus, 
and some cases were treated by the insuffla- 
tion of aromatic fumes conveyed to the 
uterus through a hollow tube inserted into 


the cervix. Dilatation of the cervix was 
carried out by means of wooden or leaden 
pipes. Astringents were recommended for 
leucorrhoea and medicated tampons for 
the treatment of ulcers of the cervix. 
Accessible tumours and polyp were excised 
and a type of vaginal hysterectomy 
occasionally undertaken for prolapse or 
inversion of the uterus. In addition to his 
knowledge of gynaecology, the Greek 
physician had developed an interest in mid- 
wifery for, although midwives were still in 
charge, the Hippocratic system recognized 
that difficult or preternatural cases came 
into the province of the physician and 
should be treated by cephalic version or 
craniotomy, with Caesarean section as a 
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last resort for dead or dying patients. The 
Hippocratic Oath makes a direct reference 
to the gynaecologist in the following words 
—‘‘] will not give a pessary to a woman 
to procure abortion ’’—and perhaps an 
indirect one where it says—‘‘ I will not cut 
persons labouring in stone, but will leave 
this to be done by men who are practi- 
tioners of this work’’. It may be that 
Hippocrates disapproved of procuring 
abortion on purely ethical grounds, a view 
which is in keeping with the moral tone of 
the rest of the oath, but in conjunction with 
his reference to lithotrity the words would 
seem to imply that such a dangerous 
operation as procuring abortion should 
only be performed by those who in the 
words applied to the lithotritist “‘ are prac- 
titioners of this work ’’. It is evident that 
Hippocrates recognized the importance of 
technical training and that, although he 
would not accord to the specialist the 
full status of the physician, he regarded 
him as a necessary and acceptable member 
of the profession. The Greek system 
whereby physicians were responsible for 
medicine, most of the surgery and the diffi- 
cult midwifery, specialists cut for stone and 
sometimes operated for cataract and other 
conditions, and women were in sole charge 
of normal midwifery, persisted right 
through the ages until the Renaissance 
of learning in the 16th Century. Among 
the many universities and schools of medi- 
cine which flourished during this period, 
one is of particular interest to our subject 
—namely the school at Salerno, which was 
founded in the 9th century and ranked for 
400 years as one of the great universities 
of Europe. Students could not enter at 
Salerno until they were 21 years of age and 
had studied logic for three years. The 
course lasted five years and was completed 
by an additional year of post-graduate 
study under an older practitioner, after 
which the student was entitled to call him- 
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self doctor. Associated with this School 
were ‘‘ the Ladies of Salerno ’’ whose quali- 
fications remain obscure but who cannot 
have been fully qualified medical women 
because the terms of entry obviously pre- 
clude the admission of women students— 
nevertheless they were the recognized 
teachers of midwifery, and one of them, 
Trotula by name, is the reputed author of 
a Text Book on Midwifery written in 1050. 
Trotula and her colleagues were not ol 
course the first women to become famous 
as midwives, for Smellie mentions that 
Cleopatra was an Egyptian teacher of con- 
siderable renown and that the writings of 
Aspasia were known and quoted by Aetius 
in the fourth or fifth century A.D. It is 
clear that, whatever the status of these 
ladies may have been, they must have 
enjoyed a reputation and a prestige far 
above that of the untrained women of 
primitive times. The first teachers of mid- 


wifery were in fact women and the training 
ot midwives began long before that of 
medical students, and there can be little 
doubt that at the Renaissance the com- 
petent midwives were better obstetricians 


than the untrained and inexperienced 
physicians. It is therefore not surprising 
that such women should resent the intrusion 
of the man-midwife into their traditional 
field of work. 


The rise of the Man-Midwife 

This intrusion began with the work of 
Ambroise Paré, who was born in 1510 and 
died in 1590. He was a Barber Surgeon 
and as such not quite acceptable to his 
academic brethren ‘‘ of the long robe ’’ and 
anathema to the physicians who could not 
forgive the use of the vernacular instead of 
Latin (of which he had none), but neverthe- 
less he became the greatest medical figure 
of the Renaissance and the foremost sur- 
geon of his age. His first experience of war 
surgery made an ineffaceable impression 
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on his mind. Confronted with the treat- 
ment of five desperately wounded men 
after the battle of Turin in 1537, he was 
asked by an old sergeant of the regiment 
whether he could cure them. When Paré 
said “‘no’’, the sergeant quietly and, as 
Paré himself records, ‘‘ with no ill will’’ 
cut the throats of all five as the quickest 
and least painful method of treatment. 
This deplorable if humane action gave an 
impetus to a life work which touched every 
branch of medicine, and when Paré sub- 
stituted podalic version for craniotomy and 
the use of traction hooks, Smellie claims 
that he was the first to improve upon the 
treatment of the ancients. Paré’s work was 
followed up by other Frenchmen, including 
Mauriceau and Gregoire, who founded the 
French School which did so much to pro- 
mote the advancement of midwifery and 
the training of the man-midwife during the 
17th century. This innovation naturally 
aroused the ire of the women midwives, 
and these doughty matriarchs entered with 
zest into a fray that was candid, personal 
and often libellous. The cause of the men 
received welcome if unexpected support 
from the French Court when, in 1663, 
Louis XIV called in Dr. Clement for the 
confinement of Louise de la Valli¢re—ap- 
parently because he wished to conceal the 
condition of this lady and he was not sure 
that the court midwife could keep a secret. 
It was not however the work of the French 
School, great as it was, and certainly not 
the appointment of a Royal Accoucheur, 
that finally settled the controversy, but 
rather the introduction of an instrument 
which afforded a rapid and comparatively 
safe method of delivery for normal as well 
as abnormal cases—namely the Forceps 
invented by Peter Chamberlen at the begin- 
ning of the 17th century, but retained as a 
family secret for upwards of I00 years. 
During this time the Chamberlens were 
exploiting the instrument for their own 
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benefit, and with great success for three 
generations enjoyed the patronage of 
Royalty, but they made no effort to further 
the interests of their professional brethren, 
and indeed one member of the family, 
Peter the Younger, actually espoused the 
opposite side, for he was accused of 
‘‘ actively and impudently advocating the 
cause of the midwives’’. But however 
much we may deplore this extraordinary 
conduct, which undoubtedly delayed the 
development of midwifery in this country, 
it can hardly be denied that the unique 
position of the Chamberlens in society and 
at Court, their large practice and unques- 
tioned skill, and even their suppression of 
the family secret, must have aroused con- 
siderable interest in midwifery and specula- 
tion as to its future, long before the details 
of the forceps were published by Chapman 
in 1733. 

This resurgence of interest had been 
already manifested by the establishment of 


a Chair of Midwifery at Edinburgh in the 


vear 1726. This was the first chair to be 
founded in Europe, but it is significant to 
note that it was endowed by the City 
Fathers and provided for the instruction of 
midwives only: at its inception it did not 
rank as a University Chair, and it was not 
until 30 years later that medical students 
were admitted to its classes. The year 1756 
is therefore an important year in the evolu- 
tionary calendar, for it marks the appear- 
ance of the man-midwife or Physician 
Accoucheur as a Professor of midwifery 
and the beginning of the organized teaching 
of medical students. 


The Rise of the Teacher and the 
Special Hospital 

Smellie, that great man of Lanark, set- 
tled in London six years after the publica- 
tion of the forceps and in the course of the 
next 20 years established a reputation 
which has exercised a lasting and potent 
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effect upon the development of midwifery. 
During his residence in London he gave 
organized courses of instruction to no less 
than goo students and, having no hospital 
beds, his practical work was conducted at 
the bedside of his patients in their own 
homes. In this way he established an ‘‘ Out 
Door District’’ where the poor received 
the same attention as the rich and the 
doctor and the midwife met on common 
ground, and this must be regarded as one 
of his greatest achievements. Smellie repre- 
sented a new type, altogether different 
from the fashionable physician or surgeon 
with a flair for obstetrics, for he and his 
contemporaries and successors—Douglas, 
William Hunter, Fielding Ould and 
others—were professional obstetricians and 
students as well as teachers of their subject. 
But, although Smellie himself had no 
access to beds, such beds were in fact avail- 
able to some obstetricians at that time, for 
Sir Richard Manningham had instituted 
Lying-in-Wards in 1739, the very year 
Smellie came to London, and his example 
was soon followed by others. In Dublin 
Dr. Moss founded the Rotunda in 1745. In 
London the Middlesex began to admit 
inaternity patients in 1747, and the London 
Maternity Hospital was established three 
years later. The first of the provincial 
hospitals, St. Mary’s at Manchester, was 
founded in 17g0 by Charles White, F.R.S., 
who, together with his son Thomas and 
his friends Edward and Richard Hall, 
resigned their posts at the Manchester 
Royal Infirmary in consequence of a 
difference of opinion with the board of 
management. Charles White, who was the 
author of a treatise on the Management of 
Pregnant and Lying-in-Women and _ the 
forerunner of Wendell Holmes and Sem- 
melweiss in the attack on puerperal sepsis, 
had been Surgeon at the Royal Infirmary 
for 38 years and was in fact one of its 
founders, and one is tempted to suggest 
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that the difference of opinion may have 
concerned the admission of the man-mid- 
wife to the staff of that institution. What- 
ever the reason may have been, he and his 
colleagues took a private house in Old 
Bridge Street, Manchester, and there estab- 
lished the Manchester Lying-in-Hospital 
and Charity. The work was carried out 
chiefly on the district, but accommodation 
was also provided for the reception of In- 
Patients, as the records show that in the 
year 1793-94, 749 women were delivered in 
their own homes and 203 women were 
delivered in hospital, whilst 70 were treated 
for “‘disease’’ as Out Patients and so 
formed the neucleus of a Gynaecological 
Departinent. St. Mary’s had a flourishing 
Ladies Auxiliary Society which did much 
to promote harmony between the doctors 
and the midwives. In 1816 fifteen mid- 


wives were attached to the hospital and the 
report for the year that states: “‘ Mr. Wood 


continues to give instructions to practising 
midwives and female pupils ’’. In addition 
to these special maternity hospitals many 
smaller institutions, known variously as 
Ladies’ Charities, Lying-in-Dispensaries, 
and the like, were set up throughout the 
country and staffed by the local practi- 
tioners. 

At the outset most of these dispensaries 
were concerned with midwifery only, 
but many like St. Mary’s evinced an 
early interest in the treatment of the 
diseases of women, and later on as gynae- 
cology developed they were ready to pro- 
vide in-patient accommodation for such 
cases under the same roof or in a separate 
gynaecological or women’s hospital. Staff 
appointments to such institutions were of 
little interest to the general physicians and 
surgeons of that time who were apt to 
regard the obstetrician with pity if no 
longer with contempt, and his work with 
its long vigils and night watches as the 
most arduous and least interesting part of 
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medicine: but an appointment to the staff 
of a general hospital in London or the pro- 
vinces was a very different matter and in 
many instances attempts to make such 
appointments aroused a great deal of 
opposition. 


The Physician Accoucheur and the 
General Hospital 

Some of this opposition was not un- 
reasonable for beds were few, skilled 
obstetricians were rare, and in many 
general hospitals sepsis was rampant, but 
nevertheless, as soon as the need for instruc- 
tion in midwifery was recognized, the 
teaching hospitals were morally bound to 
provide facilities for teaching although they 
were not disposed to attach much clinical 
importance to such lectureships. Amongst 
the earliest of these appointments was that 
made at Guy’s in 1789, when John Haigh- 
ton (1755-1823) was made Lecturer in 
Physiology and Midwifery and Physician 
Accoucheur to Guy’s and St. Thomas’s 
(which at that time were next door to each 
other). Haighton is described as a skilful 
surgeon, and a good lecturer, but he was 
an irritable and argumentative man and 
although he obtained an M.D. degree he 
retained his original title and was never 
appointed to a full physiciancy. He had 
the use of some beds for there are records 
of his operations, but it was not until 1830 
that William Blundell, his nephew and 
successor, obtained a ward of his own. 
Blundell, like his uncle, was a general sur- 
geon, but he was also an enterprising 
gynaecologist and removed the uterus for 
cancer on at least three occasions. 

The progress of the Physician Ac- 
coucheur is taken a stage further by the 
sequence of events at St. Bartholomew’s 
Hospital. Here the first Lecturer in Mid- 
wifery was Andrew Thynne in 1812. He 
had no beds. The Lecturer in Midwifery 
taught gynaecology as well, but only in a 
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very restricted sense, and in 1861 Charles 
West resigned because he was dissatisfied 
with the conditions of service. His suc- 
cessor Greenhalgh was styled Physician 
Accoucheur in addition to Lecturer, but 
like Matthews Duncan who came next he 
was allowed to perform vaginal operations 
only. Matthews Duncan died in 1890 and 
Cha: who followed him was re- 
stricted in the same way. Champneys 
retired in IO32. and his successor Griffiths 
the first to allowed to perform 
lorminal operations, but in fairness to 
must be pointed out that 

the first holder of this appoint- 

e the F.R.C.S. The Physician 

- thus gained admission to the 

as ateacher, but was not 


Ipneys 


} 
Was be 


at first accorded the status of a full member 


of the staff. As a gynaecologist he was 


permitted to teach the subject and to 
perform vaginal operations, but as soon as 
ovariotomy and other abdomino-pelvic 


practicable he found 
himself opposed by the general surgeons, 
and we must now go back and consider the 
origo of the situation which then 
developed. 


procedures became 


fons et 


The Origin of Abdominal Surgery 

In the early part of the 19th century 
surgery as we know it to-day did not exist. 
There was indeed little to choose, in tts 
rationale and result, between the terrible act 
of the French sergeant at Turin and many 
of the operations that were performed by 
the surgeons of the pre-anaesthetic era. 
Picture for example, carrying out 
an excision of the lower jaw, so distorted 
by sarcoma as to enlarge the patient's 
mouth to a circumference of 15 inches, and 
imagine the feelings of the young man who 
sat up in a chair and submitted to this pro- 
cedure for half an hour without any form 
of narcosis. Nevertheless it was this pre- 
anaesthetic era of crude, oblative and often 
brutal treatment—for the after results 
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rarely justified the appalling sufferings 
inflicted upon the patient—that saw the 
birth of abdominal surgery when Ephraim 
McDowell performed the first successful 
ovariotomy. Houston of Glasgow had 
tackled an enormous cyst over I00 years 
previously (in 1701) but, although he 
opened the abdomen, for otherwise he 
would hardly have dressed the wound, as 
he “with a large napkin dipped in 
warm French brandy ’’, he merely tapped 
the tumour and made no attempt to deal 
with the pedicle, and McDowell is justly 
entitled to the honour of priority. He was 
born in 1771 in America of Scottish 
parentage and, like a good Scott, studied for 
a year in Edinburgh, where he came under 
the influence of Bell, a bold and resource- 
‘ul operator and the leading surgeon of 
that time (1793). McDowell returned to his 
native country with an enthusiasm for sur- 
gery and a determination to pursue that 
branch of medicine. He settled in the 
West, and there at the small village of 
Danville in Kentucky in the year 1809 he 
performed the operation which was to 
immortalize him and his patient Mrs. 
Crawford. To tace the ordeal! this heroic 
woman travelled 60 miles on horseback 
with the tumour wedged so tightly against 
the pommel of her saddle that the abdomi- 
nal wall was found to be extravasated with 
blood when the incision was made _ the 
following day. During the operation 
McDowell's house was surrounded by an 
angry mob accusing him of butchering a 
woman, but happily the remarkable 
recovery of the patient—who was up and 
about in four days and lived to the age of 
78—relieved McDowell of any further 
accusations ot this sort, and subsequently 
he did 13 similar operations of which eight 
were successful. The publication of 
McDowell’s initial success led to further 
attempts by different surgeons in America 
and Europe, but relatively few women 
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were willing to submit to an abdominal lines—with Simpson and Marion 


operation prior to the advent of anaesthesia 
and the heavy mortality amongst those 
who did was not calculated to encourage 
other patients, or for that matter, other 
surgeons. The world was waiting for 
Simpson and Lister, or rather for the sym- 
biosis of their work, because although 
anaesthesia must alwavs rank as a supreme 
discovery, its introduction had little im- 
mediate effect upon operative results except 
paradoxically to increase the death rate. 
Previously great speed and dexterity had 
been demanded of the surgeon or he got no 
patients, and one may marvel at Liston 
amputating through the thigh in thirty 
seconds and yet understand the need for 
such celerity. By eliminating pain and 
shock, anaesthesia inevitably increased the 
number of operations but also the number 
of slow and less skilful operators, with a 
corresponding increase in the mortality 


from post-operative sepsis, until the work 
of Pasteur and Lister solved the problem 
of infection. In 1877 for example, a date 
before Lister’s work had come to fruition, 


the mortality rate for ovariotomy in 
London, according to figures supplied by 
Mr. McKim McCullagh, was as follows: 


Mortality 
Cases per cent 
Three large general hospitals 61 
Guy’s Hospital 82 
Soho Hospital 


Samaritan Hospital 


60.65 
52.43 
35.16 
23.84 
These figures reveal the relative safety of 
the special as compazed With the general 
hospitals of that time and also the remark- 
able influence of Sir Spencer Wells at the 
Samaritan. But, in spite of the inevitable 
sepsis, the introduction of anaesthesia gave 
an impetus to the development of surgery, 
and gynaecology proceeded to advance 
along two separate and slightly divergent 


Sims 
leading in vaginal surgery and Spencer 
Wells and Lawson Tait in the van of 
abdominal work. 


The Influence of Simpson and Sims 

As a gynaecologist Simpson belonged to 
the old school and he is remembered 
chietly by the sound which bears his name. 
This instrument resembles the forceps in 
its capacity for misuse and, in the wrong 
hands, is admittedly dangerous, but it was 
the first instrument of precision to be used 
for the investigation of uterine disease and 
it remains to-day an indispensable aid to 
the most advanced gynaecologist. But if 
the sound is indispensable its use is condi- 
tioned by visible access to the cervix uteri, 
and this type of approach was first made 
possible by the invention of the duckbill 
speculum by Marion Sims. This instrument, 
totally different in principle from its name- 
sake, the speculum matricis of the 
ancients, placed in the hands of the 
operator a new method of approach to the 
vaginal walls and the uterus, and opened 
the way for operations which had hitherto 
been impossible. Simpson and Sims be- 
tween them made a unique contribution 
to the development of those vaginal opera- 
tions which are euphemistically termed 
minor but which include such difficult pro- 
cedures as vaginal hysterectomy and the 
radical repair of vaginal prolapse. Many 
other names have been associated with 
these developments, but none is more 
widely known in this country than that of 
Fothergill, in association with the Man- 
chester operation. The matter of credit has 
been much debated, but the situation was 
pithily summed up by a Liverpool student 
in a Final Examination at which Sir 
William Fletcher Shaw was present on 
behalf of the General Medical Council. The 
candidate, who was quite unaware of the 
identity of the gentleman sitting at the side 
of the examiner, when asked to describe 
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the Manchester operation replied—‘* this 
procedure was begun by Professor Donald, 
modified by Professor Fothergill and per- 
fected by Sir William Fletcher Shaw ’’. 


The influence of Spencer Wells, Lawson 

Tait and the Ovariotomuists 

Whilst these vaginal operations were 
being worked out, Spencer Wells and 
Lawson Tait were following up the pioneer 
work ot Ephraim McDowell and his suc- 
cessors. Lizars of Edinburgh was the first 
to perform a successful ovariotomy in 
Scotland, but his success was limited to 
one operation performed in 1825, and 
Claye of Manchester, who has clear priority 
in England, made a much greater contribu- 
tion to the problem. Born near Stockport 
in rS8or, after studying in Manchester and 
Edinburgh, he settled in practice (in 
1823) at Ashton-under-Lyne where, like 
Ephraim McDowell, he combined a good 
deal of surgery with his other work. In 
1839, he removed an ovarian tumour 
weighing 36 pounds, the operation taking, 
it is said, only ten minutes, and by 1848, 
i.e. before Wells had done his first case, he 
had 33 to his credit and, by 1865, no less 
than 113 cases of whom 77 recovered. 
This was a great achievement but neverthe- 
less it is to Spencer Wells (1818-97) and 
to Lawson Tait that we owe most for the 
development of abdominal gynaecology. 

Spencer Wells was born in 1818, and 
after joining the Navy as a surgeon spent 
six years in Malta. By training and by 
inclination he was a general surgeon, and 
he admitted afterwards that, when he was 
appointed to the Samaritan Hospital in 
1846, gynaecology ‘‘was a_ subject of 
which I knew less of than of any other 
special division of our profession.’’ A year 
earlier he had agreed with Dr. Waters of 
Chester, whom he met in Paris, that 
ovariotomy was an unjustifiable opera- 
tion, but he went to the Crimea in 1854 as 
an army surgeon and here he revised his 


opinion atter studying the reaction of the 
peritoneum to gunshot wounds of the 
abdomen. Three years later he carried out 
his first ovariotomy, but the operation was 
a complete failure and Wells was again 
inclined to the belief that tapping and 
incision were alone justifiable and the 
more so because at this time only one suc- 
cessful case had been reported in London 
(by Hawkin of St. George’s Hospital in 
1846). On _ reflection, however, Wells 
decided to persevere with his mission and, 
being an honest as well as a fearless man, 
he determined to record all his results 
regardless of the consequences to himself 
or his reputation. This pledge he scrupu- 
lously kept and at the time of his retire- 
ment from the Samaritan Hospital, in the 
year 1877, he had reported 408 cases with 
99 deaths—a mortality of 24 per cent. 


Lawson Tait 

Tait came later than Wells but went 
further. Born in 1845, he left Edinburgh 
in 1867, with a determination that he would 
never deliberately open the abdomen. He 
said ‘‘ the results I have seen in Edinburgh 
were truly awful, some thirty cases and 
not a recovery’’. After acting as house 
surgeon in Yorkshire, he settled in Birm- 
ingham, giving as his reasons for the choice 
of this city that he was the first pupil of 
Simpson to go there and that Birmingham 
was about the centre of England and there- 
fore most easily accessible to patients who 
might desire to see him from all parts ot 
the country. Like Spencer Wells he was a 
general surgeon rather than a specialist, 
for although he founded the Birmingham 
Hospital for Women as a special hospital, 
he did not restrict himself to gynaecology 
and in the course of his career carried out 
4,000 abdominal sections including the first 
successful cholecystectomy in this country, 
and the first operations for cystic ovary, 
pyosalphinx and hydrosalphinx. He was a 
fine operator and, although he did not 


re 
ki 
ak 
ae 


THE EVOLUTION OF THE GYNAECOLOGIST 


accept Lister’s work on antisepsis or con- 
sciously apply his principles, he got better 
results than his great rival Spencer Wells, 
who believed in both, but it must be 
remembered that Spencer Wells did a great 
deal of his work before the principles of 
antisepsis were established, and that he got 
far better results than his own contempora- 
ries. Tait held that, if organisms existed 
at all, they could only live on dead matter, 
and in the belief that organisms could not 
survive in a healthy wound, he took infinite 
care to keep his wounds healthy. He had 
been greatly influenced by the work of 
Syme, who unlike most of his colleagues, 
observed the most scrupulous cleanliness, 
and Tait developed these principles to such 
an extent that he finally evolved a method 
that was practically identical with the 
modern aseptic technique. He was a man 
of great originality of mind and above all 
an individualist, always ready and willing 
to maintain his own views and to sustain 


his own reputation against all comers—and 
particularly against Sir Spencer Wells, with 


whom he was frequently in conflict. He 
was certainly the most original and possibly 
the best abdominal surgeon of his day and 
as such he made a fundamental contribu- 
tion to gynaecology, for which his capacity 
may be judged by the fact that he actually 
performed a series of 136 consecutive 
ovariotomies without a single death. But 
if he made a great contribution to gynae- 
cology, his contribution to the fortunes of 
the gynaecologist was somewhat different. 
His earliest operations on the cystic ovary 
led to the accusation that he was “‘ spay- 
ing’’ his patients—a view that Wells did 
little to refute when he remarked ‘‘ I never 
see such cases, perhaps they all go to 
Birmingham ’’, and his reputation was not 
enhanced by his support of Dr. Imlack, 
the Liverpool surgeon, was 
prosecuted for performing an operation 
for appendage disease. Imlack received 
little if any support from his colleagues 
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with the exception of Lawson Tait, and 
indeed it was darkly hinted that Spencer 
Wells had himself supplied the funds for 
the prosecution. The medical evidence 
given in this case tended to bring gynae- 
cology into disrepute with the general 
public, and it had an unfortunate effect 
upon the profession by suggesting that 
Tait was as unorthodox as Imlack, that 
specialists were potentially dangerous, and 
that the new gynaecology might best be 
left in the hands of the general surgeon. 
With this latter view, curiously enough, 
Tait was in agreement for he was never an 
obstetrician and had very little sympathy 
with the physician accoucheur. In 1884, 
two years before the Imlack case, Tait had 
assisted to found the British Gynaecologi- 
cal Society for the benefit of those who 
were eager to advance the study of the dis- 
eases of women, as opposed to the mem- 
bers of the Obstetrical Society who were 
supposedly interested in purely obstetrical 
problems. In his book, written in 1889, 
Tait animadverts as follows—‘‘ The old- 
fashioned mechanical school, the teaching 
of the speculum, the sound, the caustic 
stick and the pessary has been practically 
killed .. . the day has gone by when the 
treatment of pelvic and abdominal 
diseases . . . is to be regarded as a mere 
appendix to the work of the accoucheur 
. . . Gynaecology and Obstetrics are now 
happily severed, and this division of labour 
has resulted in enormous advances for 
both ’’. 


The Gynaecological Surgeon or the 

Obstetrician and Gynaecologist 
This disruptive'idea was short lived, but 
it was responsible for the establishment of 
separate Chairs in Obstetrics and Gynae- 
cology in some places, and for sharp 
differences of opinion and practice in 
others. In Vienna for example, there was, 
and possibly is, the Schauta or the Vaginal 
School and the Wertheim or Abdominal 
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School—each almost wholly committed to 
the one technique and almost wholly in- 
different to the other These family differ- 
unition for the 

to restrict the 
accoucheur and 
to repel the invasion of the gynaecologist 
into the field ot abdominal surgery. 
Fortunately the attempt to separate gynae- 
from obstetrics was doomed to 
failure, for all the modern advances in 
medicine and surgery had shown the 
biological unity of the two subjects, whilst 
the meetings of the various Obstetrical and 
Gynaecological Societies, with their trans- 
actions and their journals, afforded abun- 
dant proof of the common interests of the 
obstetricians the gvnaecologists. 
Nevertheless long atter this internecine 
wartare had been settled, the cold war be- 
tween the general surgeons and the gynae- 
cologists lingered on in those parts of the 
country outside the influence of teaching 
centres where trained specialists were not 
easily available and the general surgeons 
had come to regard gynaecology as an 
interesting and remunerative part of their 
own work. In such places the gynaecolo- 
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gist, like his predecessor the physician 


accoucheur, gained admission to the 
hospital as a teacher, but not 
always without a struggle, of which one 
may perhaps be permitted to quote one 
example. In Newcastle, the late Professor 
Rankin Lyle, when Assistant Master at the 
Rotunda, was appointed Lecturer in Mid- 
wifery at the Medical School. The appoint- 
ment carried beds at the Maternity 
Hospital but none for the teaching of 
gvnaccology, and Rankin Lyle was 
refuse d admission to the Staff of the Roval 
Victoria Infirmary when he applied for 
access to that institution. He thereupon 
bought a house at the very gate of the 
Infirmary, equipped it as a Women’s 
Hospital with an Out Patient Department, 
Wards and Theatre, and there taught his 


genera! 
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students. This spirited riposte was too 
much for the surgeons and Rankin Lyle 
Was given an appointment and teaching 
beds at the Infirmary, having fought, as 
Professor Farquhar Murray tells us, as a 
complete stranger for a prop r status for 
the gynaecologist—and all honeur to him 
tor his courage and altruism. 


Foundation of a College 

The special societies in London, Edin- 
burgh and elsewhere did much to fuse the 
two elements of their branch of medicine 
and to promote the welfare of the obstetri- 
cian and gynaecologist, but they did not, 
and indeed could not, constitute a central 
authority to which all might look for guid- 
ance and control. Their fellows and mem- 
hers owed allegiance to one or other of the 
Royal Colleges, and in some cases to both, 
but neither college had a comprehensive 
knowledge of obstetrics and gynaecology 
nor a special interest in the obstetrician or 
gvnaecologist. 

In the course of the 50 years which pre- 
ceeded the foundation of our College only 
four obstetricians—Dr. Galabin 1898, Sir 
John Williams 1900, Sir Henry Champ- 
neys 1902, and Dr. Herbert Spencer 1918, 
were elected to the Council of the Royal 
College of Physicians, whilst in the Royal 
College of Surgeons during the same 
period, if we exclude Sir William Fergu- 
son, Sir Spencer Wells and Sir John Bland 
Sutton, who were Presidents and general 
surgeons, only one gynaecologist was 
elected to the Council, namely, Mr. Victor 
Bonney in 1926. The situation became the 
more pressing with the trend of events— 
the progressive work of the Ministry of 
Health, the Central Midwives Board and 
the Municipal Hospital System with iis un- 
limited number of beds—developments 
which made for disunity in the control of 
midwifery, and thereby made the need for 
an independent and authoritative body yet 
more urgent. 
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The call for action was answered at a 
meeting of the Gynaecological Visiting 
Society—a society of teachers which owed 
its inception to the imagination and 
enthusiasm of the late Professor Blair 
Bell, who resembled Lawson Tait in the 
fertility of his thought, his boundless 
energy, and in his burning interest in 
gynaecology. He shared too his love of 
polemics and his passionate aspiration 
towards priority of purpose and achieve- 
ment, and like Tait he was the outstanding 
gynaccologist of his generation. It was at 
one of these gatherings that Sir William, 
then Professor Fletcher Shaw, first brought 
forward the project that eventuated in the 
foundation of a College that was British 
from birth and has since become Royal by 
gracious permission and by _ illustrious 


fellowship. By this unique foundation— 
for our College was the first of its kind— 
Obstetrics and Gynaecology were pre- 
sented to the world not as a dual specialty, 


but as the interwoven and_ indivisible 
elements of a basic branch of medicine, 
and its Fellows and Members were called 
upon to emulate the status and the respon- 
sibilities of the physicians and surgeons. 
This bold claim was a challenge to all those 
who founded the College and it remains a 
challenge to us to-dav—and especially to 
the younger men who are called upon to 
take up the gage. We have received help 
and encouragement from all parts of the 
world, and none has been more gratifying 
than the advice and co-operation of the 
older Colleges, who have given us a royal 
welcome and fully acknowledged our posi- 
tion as a junior member of the family. It 
remains for us to show hat this Cinderella 
of ours is worthy of her older sisters. 


Mutation and the Future 

And here we must leave the evolution of 
the gynaecologist to the care of the College 
and to the discipline of the future and its 
fortunes, bearing in mind that ours is no 


longer an age of gradual transition along 
the lines laid down by Lamarck and Dar- 
win, but one in which sudden and incal- 
culable changes take place by a process as 
mysterious and uncontrollable as_ the 
mutations described by de Vries and the 
geneticists. Chemotherapy for example 
has revolutionised the outlook in puerperal] 
sepsis and the sulphonamides and _ peni- 
cillin have rendered operative delivery so 
safe that most of the vaginal methods of 
dealing with difficult cases are now 
obsolete. By this dramatic stroke obstet- 
rics has been reduced to the simple formula 
of vaginal delivery with episiotomy and 
low forceps for normal cases and Caesa- 
rean section for all the rest, a formula 
strangely reminiscent of the Greek system 
in which the natural cases belonged to the 
midwife and the preternatural to the 
physician. But mutation is not always 
sudden and spectacular, and none has been 
more interesting and far reaching in its 
benefits to mankind than the emancipation 
of women, a long and arduous movement, 
the consummation of which by a curious if 
unrelated coincidence marked the prelude 
to a global war which has waged ever since. 
We recognize to-day how happily this sur- 
render of the ancient rights of man has 
affected the destiny of this College, as we 
reflect that twenty long centuries inter- 
vened between the birth of Hippocrates 
and the appearance of the first woman 
doctor, and only twenty short years be- 
tween the foundation of this College and 
the election of the first woman President. 

The ultimate effects of these and other 
changes are unpredictable, for no man can 
tell how the lives and work of the fellows 
and members of this College may be 
affected by the social strife of a world in 
which atomic energy may at any moment 
be unloosed. But as we cannot foretell the 
future we must face it with courage and 
resolution, or, better still, in the spirit of 
Osler’s words, ‘‘ Banish the future, live for 
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the hour and its appointed task ’’. And it 
is with the firm hope and belief that we 
shall do our duty and strive to emulate the 
spirit of those young men whose supreme 
sacrifice for their country we commemo- 
rate to-day that we recall in honour and 
in lasting gratitude the name of William 
Meredith Fletcher Shaw. 
APPENDIX 

It is my duty to acknowledge the help received 
from the Fellows and Members of the College in 
the preparation of this lecture—and to offer them 
my sincere thanks for answering questions about 
the hospitals to which they are attached, and thus 
placing at my disposal much information of his 
torical interest which would otherwise have been 
unobtainable. 

For the sake of simplicity this information has 
been tabulated under the various types of hospital 
which have been directly with the 
evolution of the gynaecologist, and maternity 
hospitals have been excluded because they have 
always been conceded to the specialist and have 
thus escaped most of the problems and controver- 
sies which beset his path. Moreover, the 
hospitals cited are dealt with from the evolution- 


concerned 


have 


ary point of view only and no attempt has been 


made to indicate their present position or import- 
ance—and necessarily the list is incomplete. In 
effect the data here presented are a sketch of the 
historical background but not a complete picture 
of the development of the gynaecologist and his 
work 


The hospital available to the 


facilities now 


obstetrician and 


gynaecologist are im fact much 


vreater than might appear trom any summary of 
the past and, in order to prevent misunderstanding 
on this point, the situation at Glasgow has been 
included at the end of this appendix as a typical 
ple of the modern resources of a great city 
hing centr 
GENERAL HOSPITALS IN LONDON 
Mippresex Hospitrar 
1747-—Physician Accoucheur appointed with use 
of beds 
1912——Title changed 
F R.C.S.(Eng.) 


appointment, 


Surgeon. 
for Stafi 


to Gynaeco'ogical 


made an_ essential 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


1948—M.R.C.O.G. required as an additional 
qualification. 


Mr. Frederick W. Roques 


Guy's HospitTaL 
1789—John Haighton appointed Lecturer in 
Physiology and Midwifery to Guy’s and St. 
Thomas's with title of Obstetric Physician. 
1831—Obstetric ward opened under care of William 
Blundell, nephew and successor of John Haighton. 
Mr. G. F. Gibberd 


St. THoMaS’s 


178g—John Haighton appointed Lecturer in 
Physiology and Midwifery to St. Thomas’s and 
and Guy’s Hospital. 
1887—-Dr. Gervis resigned and the Governors had 
some difficulty in fillmg the appointment— 
possibly because the ovariotomies were done by 
The Medical Board were 
obliged to look for a distinguished obstetrician 
outside London and finally they recommended 
Dr. Cullingworth of Manchester, explaining that 
‘‘ The two or three London men whom we first 
approached having given the question very ample 
consideration, for various but sufficient reasons, 


the surgeons only. 


declined to come forward ’’! Cullingworth, who 
was Physician to St. Mary’s, Manchester, and 
Obstetrics Gynaecology to 
Owen’s College, got the appointment—and from 


Professor of and 

this time onwards the Obstetric Physician was 

allowed to perform all gynaecological operations 
Mr. James Wyatt 


St. BARTHOLOMEW’S HOSPITAL 


1812—Andrew Thynne appointed Lecturer in Mid 
wifery; but the original appointment carried no 
beds. 

1861—Charles West, who was Lecturer in Gynaeco- 

logy as well as Midwifery and had a ward of 13 

beds, resigned because he was dissatisfied with 
the conditions of service. 

1862—Greenhalgh, West’s successor, was styled 
Physician Accoucheur as well as Lecturer. 

Matthews Duncan 

who died in 1890, but he, like his predecessor, 

was restricted to the vaginal field of surgical 


1890—Champneys succeeded 


work. 
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1g12—Champneys_ retired, and Griffiths was 
appointed—the first holder to be allowed to per- 
form abdominal operations and the first to hold 
F.R.C.S. Diploma. Apparently the Physician 
Accoucheurs were required to be members or 
fellows of the Royal College of Physicians. 
1946—Title of Physician Accoucheur changed to 
Obstetrical and Gynaecological Surgeon. 
Mr. Wilfred Shaw 


[It is clear from the course of events at Bart’s 
that the Obstetricians were rated as Physicians 
(or perhaps Assistant Physicians) until well into 
the present century, and no doubt this assessment 
was fairly general throughout the country. 
Moreover, there were few specia! hospitals that 
required a higher surgical diploma as a condition 
of appointment to their staff—and most of the 
earlier specialists in obstetrics and gynaecology 
were content with an M.D. degree. There was 
in fact a good deal to be said for those general 
surgeons who held that the new gynaecology was 
a part of general surgery, and this attitude had 
a very stimulating and salutary effect upon the 
work and the training of the obstetrician. | 


UNIVERSITY COLLEGE HOSPITAL 
1829—Dr. Daniel Davis appointed first Professor 
of Midwifery in University College, London, and 
Obstetric Physician to the North London Hos- 
pital (Now U.C.H.). He was Physician to Queen 
Charlotte’s Hospital and Accoucheur to the 
Duchess of Kent at a time when the public 
confidence in obstetrics had been rudely shaken 
by the tragic events surrounding the confinement 
of Princess Charlotte (daughter of Prince Regent 
and second in line of succession to the Throne). 
Sir Richard Croft, an eminent physician but not 
a practical obstetrician, had been the Royal 
Accoucheur. His antenatal care consisted of 
severely restricting the diet of the patient, and 
frequent bleedings and forbidding all food during 
labour, which unhappily was protracted for 50 
hours and resulted in the birth of a stillborn 
infant and the death of the mother soon after- 
wards. 

The tragedy was deepened by the death of the 
obstetrician, who committed suicide a few months 
later. 

In 1819—two years after the death of Princess 
Charlotte—the confineme:t of the Duchess of 


1898—The Obstetric 
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national importance 
because the child if it survived was destined to 
succeed to the throne. 


Kent was a matter of 


The Duchess was safely 
delivered by Dr. Daniel Davis of a female child 
who in due course became Queen Victoria, and 
there can be no doubt that this happy result did 
much to restore the confidence of the public in 
the obstetrician, and to promote the advance- 
ment of obstetrics. 

Mr. Clifford White 

Miss Josephine Barnes 


St. GEORGE’s 


1853—Dr. Lee, who was already the Lecturer in 


Midwifery to the School, appointed Obstetric 
Physician to the Hospital—and to hold office 
only so long as he shall continue Lecturer in Mid- 
wifery. 
Physician and Assistant 
Obstetric Physician should be required to be 
either Fellow of the R.C.S. of England or Gradu- 
ate in Surgery of the University of London. 
Mr. C. M. Gwilim 


{It should be noted that the first successful 
ovariotomy in London was performed by Dr. 
Hawkin of St. George’s. Evidently the General 
Surgeon did most of the abdominal gynaecology 
until 1898. when the Obstetric Physician was 
required to be a surgeon. | 


THE Lonpon HospIrar 


1854—Dr. Ramsbotton was appointed first Obstet 


ric Physician on 11th January, 1854. He had no 
fixed beds, but it was decided to “‘ set aside as 
many beds as may be needful in certain allotted 
portions of medical and surgical wards, as the 
case may be, until increased hospital accommo- 
dation shall admit of a separate ward for obstetric 
patients.’’ Origin lly. the title was Obstetric 
Physician and applicants were required to be 
members of the Royal College of Physicians. It 
‘as not until Dr. (now Sir) Eardly Holland was 
appointed to the staff that the title was changed 
Honorary Gynaecological Surgeon. 


18%1—-Dr. Ramsbottom had ‘“‘ obstetric beds ’’ but 


apparently no ward of his own. 


1876—Dr. G. G. Herman appointed Obstetric 
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Physician and a ward of 7 beds tor gynaecology 


to hin 


and abnormal obstetric cases allocated 
Sir Eardley Holland 

Mr. R. C. Percival 
RoyaL NORTHERN Hospital 


1557 Physician Accoucheur appointed 
1855— hanged te 


Physicians shal! possess a degree obtained by 


Obstetric Physician 


examination at a British Unversity or be 


members of the Royal College of Physicians. 
to Gynaecological 


shall be 


changed 


I 
Obstetrical 


1931 again 


and Surgeons-- Surgeons 


F.R.C.S 
Mr. Lane Roberts 


WESTMINSTER Hospital 
1851—Dr Bird was the first Obstetric 
Physician to be appointed to the Hospital—the 
‘ being subject to all the laws and 


Frederick 


tippomntinent 
regulations of the hospital relating to Physicians 
and Surgeons ”’ ‘ he shall have the treatment 
of such patients as the Physicians and Surgeons 
may from time to time refer to him ”’ and 
presumably at first he had no ward of his own. 


Mr. Arthur Bell 


CHARING Cross HOSPITAL 
1868-——Dr. Edward Parson was the first Physician 
Accoucheur, 
1877—-Title changed to Obstetric Physician when 
Dr. T. Watt Black was appointed to the staff, 
and it has remained the same ever since. 
Dr. Arthur Gra 


Wesr Lonpon Hospitar 


1868—Dr. (later Sir) William Priestly appointed 


‘* Consultant but, as 


Physician Accoucheur "’ 


patients in advanced pregnancy were not 


idmitted, he 
diseases of women and children. 


was in effect physician for the 
Six cots were 
installed for his patients—suggesting that 
Priestly had a special interest in pediatrics. 
Dr. Willshire appointed Physician for 
Women; Priestly 
original position and title. 
Record in the minutes to the effect that the 
Surgeons were not to operate upon the patients 
in hospital in charge of the 
Diseases of Women 
1924—Physician altered to Surgeon 
Mr. Arnold 


1571 
Diseases of retaming his 


1337 


Physician for 


Walker 


OBSTETRICS AND GYNAECOLOGY 
GENERAL HOSPITALS OUTSIDE LONDON 


EDINBURGH: RoyaL INFIRMARY 
i850—-Sir James Simpson, Professor of Midwifery 
and Diseases of Women and Children, appointed 
to the Staff. 

Prof. R. W. Johnstone 


LIVERPOOL: RKOyAL INFIRMARY 


i863—A Gynaecological Ward was endowed by Mr. 
Thornton at the 
appointment was made until to years later when 


Professor Wallace joined the Staff. 


Royal Infirmary but no 


1973 


A.R.L 


LEEDS: GENERAL INFIRMARY 
Obstetric Physician appointed to Staff. 


Professor Andrew Claye 


GLASGOW : WESTERN INFIRMARY 
1885—Appointment of Physician for Diseases of 
Women with use of beds and apparently no 
restriction was imposed upon the work of the 
gynaecologist. 
Professor R. A. Lennie 
BRISTOL: (4) Roya, [INFIRMARY 
(b) GENERAL 
1887—-Appointments (with use of beds) made 
(a) at the Royal Infirmary with the title of 
Obstetrician (1887); 
(b) at the General Hospital with the title of 
Physician Accoucheur. 
Both hospitals took in obstetrical as well as 
gynaecological cases. 
1910—Up to this year the specialist was not allowed 
to perform abdominal operations, but after this 
date, and in spite of opposition by the surgeons, 
the gynaecologists took the matter into their 
own hands. 
1939—After the amalgamation of the two hospitals 
as the Bristol Royal Hospital, no further obstet- 
rical cases were taken in 
1950—The present title is Obstetrician and Gynae 
cologist. The prefix ‘‘ Honorary ’’ has been 
dropped as a result of the New Health Service. 
Professor Drew Smythe 


GLASGOW: VICTORIA INFIRMARY 
1890—-Physician for Diseases of Women appointed 
with the use of 8 beds. 
posed although in the view of some surgeons 


No restrictions were im- 


‘no gynaecologist should open the abdomen.’ 
Professor R. A. Lenni: 
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ABERDEEN: INFIRMARY 
1598—Professor Wm. Stephenson appointed as 
‘““ Surgeon to the newly-opened ward for women.”’ 
Some doubts were expressed by the surgeons as 
to the possible ‘‘ economic repercussions *’ of this 
appointment. 


Professov Dougald Baird 


CARDIFF: Royat INFIRMARY 
1898—Dr. Williams 
Gynaecologist to the Royal Infirmary with use 


John appointed Honorary 


The Honorary Gynaecologist was required to 


limit his activities to his own subject. He was 
not allowed to engage in general practice or do 
F.R.C.S. and M.R.C.O.G. now 
in essential qualification for the appointment. 


Professor Gilbert Strachan 


general surgery. 


Royat INFIRMARY 
& 
appointed gynaecologists and obstetricians. 
Mr. A. Chisholm 


DUNDEE: 


1899—Professor Kynock and 3uist 


NEWCASTLE: VICTORIA INFIRMARY 

1906—Dr. Rankin Lyle appointed Gynaecologist to 
the’ Infirmary on 6th December, 1906, with the 
use of beds. 


Professov Farquhay Murray 


DERBY: Royat INFIRMARY. 


1907—-First gynaecological appointment 15th July, 
1907. 


My. N. Edwards 


CAMBRIDGE: ADDENBROOKE’S HOSPITAL 
1920—First appointment of Hon. Surgeon Gynae- 

cological Department made in i920. Previously 
a small amount of gynaecology was done by 
a general surgeon. 


Mr. J]. R. C. Canney 


NORTHAMPTON : GENERAL HOSPITAL 

1935—Appointment of the first ‘Obstetric Surgeon 
to the General Hospital—‘‘ Candidate must hold 
the Fellowship of the Royal College of Surgeons 
of England or Edinburgh, and the successful 
candidate will have charge of the obstetrical and 
gynaecological patients and must confine himself 
to his own specialty.’’ 

1946—Appointment of Consultant Obstetrician and 
Gynaecologist—applicant 
R 


must be Fellow or 


05 
Member of the R.C.O.G. or Fellow of the R.C.S. 
of England or Edinburgh. 
Mr. R. W. Watson 


SPECIAL GYNAECOLOGICAL HOSPITALS 

The case for the Special Hospital was admirably 
put by Dr. Protheroe Smith, the Founder of the 
Hospital for Women, Soho, London, 
the 
1842 


when he 


addressed Provisional Committee on _ st 


September, His address has been made 


available by the kindness of Mr. Leonard Phillips. 


Dr. Prothervoe Smith’s Address to the Provisional 
Committee of the Hospital for Diseases of Women. 
Ist September, 1842. 
GENTLEMEN—Having long deplored the want of 
suitable for 
labouring under the diseases peculiar to 


accommodation treating patients 
females, 
and having maturely considered the subject, I have 
lately with 


endeavour to supply the desideratum, by proposing 


determined, God’s blessing, to 
that a hospital should be founded for the Diseases 
of Women. The knowledge of the great extent of 
the 


limited means which at present obtain for acquir 


female suffering in this Metropolis, and of 
ing professional information on this interesting 
department of practice, have induced me to suggest 
this measure. 

I have for some years enjoyed the privilege of 
being associated with Dr. Rigby, the Lecturer on 
Midwifery and the Diseases of Women, etc., at St. 
Bartholomew’s Hospital, to whose friendship and 
co-operation in the investigation of the diseases of 
females I am indebted for much valuable informa- 
tion. But although I gratefully acknowledge the 
advantages which I have thus had of examining and 
classifying these peculiar and much _ neglected 
maladies, and though I regard with pleasure the 
opportunity which has been thus afforded of 
ministering to their wants, I am equally reminded , 
that these benefits, valuable alike to the medical 
practitioner and his patients, have been much 
curtailed for lack of hospital accommodation. 

The question may arise, whether it would not 
be more desirable to appropriate a few wards in 
the large hospitals which already exist, to meet, the 
exigencies of the case, or whether attendance 
could not be afforded to the suffering female poor 


at their own homes. In answer to such inquiries, 


q 
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I would first observe, that there are but two hos 
pitals in this great city, which have severally set 
apart a ward for this object. Other hospitals, as 
find 


inadequate to their extensive demands, and there 


is well known, accommodation at present 
appears no reason to expect that they will be able 
to adopt such a plan, however they might approve 
its expediency. In consequence of the delicacy ot 
treatment to which the women of this country 
have always been accustomed, it is quite impractic- 
able, without outraging English modesty, for the 
physician or surgeons to give requisite attention to 
such cases as May promiscuously occur in the 
wards of our general hospitals, where he is usually 
accompanied on hts rounds by a large number of 
pupils. In the next place, the possibility of carry 
ing out the objects of the proposed charity, by 
attending the poor at their own habitations, the 
experience of past years sufficiently disproves. 

As a 


frequent 


high degree of nervous sensibility is a 


attendant on female disorders, it is 
generally necessary to keep the patient free from 
all excitement; and the great majority of thes 
complaints require confinement to the horizontal 
posture as essential to their successful treatment; 
but we 


are constantly driven to the painful 


necessity of watching the slow but fatal progress 


of disease, which might have been arrested in its 
commencement, had the patient enjoyed the quiet, 
repose, and other advantages of a hospital. 

Such cases abound in the dark and crowded alleys 
sufferer is often found to be 


of London, where the 


+ mother, upon whose constant exertions the 


cleanliness and comfort of 


Whilst the 


with 


the family depend. 
one close room she occupies in common 
filthy 
of her children—the im- 


her family—her careworn aspect—the 
ind squalid appearances 
pure 
bred 


ipplied whilst so many 


itmosphere in which such misery is necessarily 
effectually 


causes are operating to 


prove that no remedies can be 


counteract this is an instance of 
daily fall 


observation of professional men. 


them ind 


innumerable cases which under the 

\ very important benefit will also be conferred 
on society by the accomplishment of this proposal, 
namely, the opportunity thereby afforded to the 
profession, of extending their knowledge in this 
branch of practice, which, I trust, may induce my 
medical brethren generally to unite with me in 


carrving out this great undertaking. In urging vou 
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to advance the objects which I here advocate by 
your personal interest and active co-operation, I 
feel assured that the appeal will be responded to by 
all who are interested in Woman, and sympathize 
in her sufferings. Confidently hoping that our 
warmest expectations will speedily be realized, that 
the liberality of the public will be excited in so 
good a cause, and that England, famed alike tor 
and its female 
character, will no longer lie under the reproach of 


its charities high standard of 
neglecting to provide an asylum for its suffering 
women 
[ have the honour to be, 
Gentlemen, 
Your obedient, humble 


PROTHEROE SMITH 


servant, 


HOSPITALS FOR WOMEN IN LONDON 
SOHO SQUARE 


1542—-The first Special Hospital in the world to 
be established exclusively for the treatment of 
diseases peculiar to women. 
Founded in 1842 by Dr. Protheroe Smith, who 
was at first the only surgeon. 
A Consulting Physician and a Physician com- 
pleted the original Staff. 
1887—Royal Charter granted. 
1895—Detailed clinical reports published for the 
first time. F.R.C.S. required (and by implication 
the M.R.C.O.G.). 
Mr. Leonard Phillips 


SAMARITAN HOSPITAL 
1847—-Founded by Dr. William Hones for reasons 
similar to those given in Dr. Protheroe Smith’s 
iddress. Provision was also made for a few 
maternity cases and sick children. Staff consisted 
of operating surgeons, including Sir William 
Wells 


physicians who were allowed to do vaginal opera- 


Fergusson and Sir Spencer and also 


tions only—a distinction that was not eliminated 
until 1902 

1851—-There were 8 in-patient beds and one for the 
matron. 

1855—Maternity cases no longer admitted. 

1867—The first medical report was published. 

1875—Number of beds now 75. 

1889—Children no longer admitted. 

1907—F.R.C.S. Eng. a condition of appointment. 


Sir Frederick Treves opening the new theatre 


i 
a 
hy 
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said—'‘ At the London Hospital (where Treves 
was on the Staff) every surgeon was asking what 
the Samaritan was doing, so great was its 
renown.” 

1911—In or about 1911 the first Wertheim operation 
to be performed in Britain was carried out by 
Cuthbert Lockyer at the Samaritan. 

1934—-Lord Moyniham opened a new wing and 
declared: ‘‘ there was not a woman in this or 
any other civilized country who did not owe a 
debt to the work which had been done at the 
Samaritan, where lay one of the great shrines of 
surgery.’ 

Mr. McKim McCullagh 


CHELSEA HospiraL FOR WOMEN 
1871—Dr. James H. Aveling was the original 
Founder of the Chelsea Hospital for Women. 
Opened in April 1871 with 8 beds by H.R.H. the 
Duchess of Albany. 

1883—New hospital opened with 63 beds. ‘’ One 
distinguishing feature of the new institution is 
that it will be the first building specially and 
entirely designed as a Hospital for Women in 
London.’’ 

1948—The Hospital in conjunction with Queen 
Charlotte’s designated under the National 
Health Service Act (1946) as Post-Graduate 
Teaching Group under a Board of Governors 
This teaching group was amalgamated with the 
Obstetrical and Gynaecological Department of 
the Post-Graduate Medical School to form the 
Institute of Obstetrics and Gynaecology (Uni- 
versity of London). 

1950—A salient feature of the work of this hospital 
has always been the teaching of Post-Graduates. 
In 1948 the total number of Post-Graduates 
was 248, derived from 17 different nationalities. 


SPECIAL HOSPITALS FOR WOMEN OUTSIDE 
LONDON 
RorunpDa HospITaL, 1745 
and 
MANCHESTER: ST. MarRy’S, 1790 

Both these hospitals were originally lying- 

in institutions, but almost from the outset (the 

precise date is uncertain) they made provision 

for the treatment of those sequelae of child- 

bearing which at that time formed the chief part 

of the ‘‘diseases peculiar to women.’’ Out of these 


07 


early clinics there grew up by a gradual and al- 
most imperceptible process. The gynaecological 
work of the Rotunda and St. Mary’s Hospital 
and many other gynaecological hospitals have 
developed in the same way. We are not con- 
cerned here with the origin and subsequent 
history of those hospitals, of which many are 
justly famous, which have always been exclu- 
sively engaged in maternity work. 
Dr. John Bride 


LIVERPOOL: WoOMEN’'s HosprtraL 


1841-—Dispensary for the treatment of uterine 
diseases established in connexion with the 
Lying-in-Hospital. 

1855——-A special ward was added for the treatment 
of diseases peculiar to women. 

1862—New joint hospital built for lying-in women 
and the better accommodation of special cases 
(diseases of women). 

1881—The Committee resigned owing to the avowed 
intention (of one section) to abandon the treat- 
ment of the special diseases of women. 

1882—Movement started for the ‘‘ protection of 
the special wards ’’, but the Committee refused 
to allow the ‘‘ new movement ’’ to purchase the 
hospital in Myrtle Street. This building was sold 
to the Cancer and Skin Hospital, and the 
original Lying-in Hospital abandoned its ‘‘special 
wards ’’ and assumed the title of Liverpool 
Maternity Hospital. 

1883—The “ special wards and Dispensary *’, under 
the direction of the new Committee, transferred 
to 107 Shaw Street, which was opened in July 
with 30 beds as the Hospital for Women. 

1932——-The Hospital for women amalgamated with 
the Samaritan Hospital and a new building was 


opened with 100 beds-—as the Liverpool Women’s 
Hospital. 


Leeps: Hospirat FoR WOMEN 

1853—Hospital established for women and 
children. 

1897—-Special Maternity Department added with 
16 beds. Gynaecological wing continuing with 
50 beds. 

1909—Children’s Surgical Department transferred 
to Leeds General Infirmary. 

1912—Children’s Medical Department transferred 
to Leeds General Infirmary. 
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1920—Maternity work transferred to Maternity 
Hospital 
1933—Gynaecological work of the General Infirmary 
1anded over to the Hospital for Women. 
F.R.C.S. and M.R.C.O.G. now essential quali- 
fications for Staff. 
Mr. Bryan Jeaffreson 
‘HAM: Mipianp FOR WOMEN 
1871—Founded by Lawson Tait and Ross Jordon 
with an in-patient and out-patient department, 
and 8 beds. Exclusively gynaecological from its 
meceptuion, 
1872—Clinical Report first published. 
F.R.C.S. and M.R.C.O.G. 


qualification for Staff. 


now an essential 


NOTTINGHAM: HospiTaL FOR WOMEN 
1875—Castle Gate Hospital for Women (15 beds); 
and Samaritan Hospital for Women (10 beds) 
amalgamated in 1924 as Nottingham Hospital for 
Women. 
1929—New joint hospital opened with 60 beds. 
New maternity block opened with 40 beds 
Originally staffed 
practitioners, the hospital 
M.R.C.O.G. as an 
qualification for membership of the Staff. 


Dr. M. Glen Botti 


1939 
for abnormal obstetric cases. 
by general now 


demands the essential 


GLAsGOW : Royart SAMARITAN Hospital 


1886—Exclusively gynaecological from its founda- 
tion in 1886. 

1928—Clinical report first published. 

N.B 


Dispensary was founded in 1834 and its work has 


The Glasgow Lying-in Hospital and 
always been exclusively obstetrical except for one 
period of 15 months in 1908-09, when gynaeco- 
logical cases were admitted (see Glasgow General 
Hospitals). 


Dr. John Hewitt 


EDINBURGH 
A small hospital was founded by the late Dr. 
Haultain at the the century. 
Under the New Heath Service it continues as an 


beginning of 


exclusively gynaecological unit with 30 beds, 
ind is the only special hospital for the diseases 
of women in 


Edinburgh. The old Simpson 


Memorial Hospital—now the Simpson Memorial 
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Pavilion of 150 beds in the grounds of the Royal 
Infirmary—has been an_ exclusively 
obstetrical hospital. 

The bulk of the gynaecological work of Edin- 


always 


burgh and the surrounding parts of Scotland is 
carried out in the wards or the Royal Infirmary, 
where there are three units of 35 beds each. In 
addition there are both obstetrical and gynae- 
cological beds in the Eastern General Hospital, 
the Western General Hospital and a few at Leith. 
Dr. Ernest Fahmy 


GENERAL HOSPITALS FOR WOMEN 
STAFFED BY WOMEN ONLY 

The establishment of the Elizabeth Garrett 
Anderson Hospital, the first hospital to be staffed 
by women only, is of great historical interest in 
so far as it commemorates the name of the first 
woman doctor, and records one of the first attempts 
to assert the professional equality of women. These 
special hospitals—of which only 2 out of many are 
cited 
opened the medical register but closed the hospital 
staff to women graduates—but their usefulness has 


subserved a useful purpose in an age that 


a limited range in a world that recognizes equal 
rights for both sexes and it is unlikely that any new 
hospitals of this type will be set up. 
LONDON: ELIZABETH GARRETT ANDERSON 
HOosPITAL 
1866—St. Mary’s Dispensary established in Sey- 
mour Street. 
1872—10 beds provided over the out-patient 
department. 
1875—Hospital removed to Marylebone and re- 
named New Hospital for Women—a_ general 
hospital for women and children though mainly 
gynaecological. 
1899—Removed to Euston Road—42 beds. 
New wing opened—Hospital now 100 beds. 


Dr. Beatrice E. Turner 


1929 


EDINBURGH: INGLIS MEMORIAL HOSPITAL 

1878—Edinburgh Hospital Dispensary for Women 
and Children opened. 

1886—6 beds provided to form a cottage hospital 
in Grove Street. 

1903—The Cottage Hospital transferred to Brunts- 
field Lodge, with 20 beds. 
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1903—The ‘‘ Hospice ’’ opened with 8 beds as 
another small general hospital staffed by women. 

1910—Bruntsfield Lodge and the Hospice com- 
bined—the hospice becoming an_ exclusively 
Maternity Department with 10 to 14 beds—and 
Bruntsfield continuing as a general hospital. 


MUNICIPAL HOSPITALS 


In regard to the development of Obstetrics and 
Gynaecology, the Municipal Authorities came late 
into the field, because it was not until the Local 
Government Act of 1929 was passed that the Local 
Health Authorities and the Medical Officers of 
Health obtained effective control of the general 
hospitals working under the old Poor Law System. 
Nevertheless, it must be recorded with gratitude 
that many Health Authorities, and above all the 
Council, provided valuable 


London County 


facilities for gynaecological work at a time when 


such facilities did not exist, or were not made 
available in many voluntary, hospitals—and there 
can be no doubt that prior to the advent of the 
National Health Service the municipal hospitals 
in many parts of the country were making a notable 
to the practice and teaching of 
obstetrics and gynaecology, and towards the train- 


contribution 
ing and welfare of the gynaecologist. 


THe London County COUNCIL 

In 1930, the London County Council took over 
the hospitals of the Metropolitan Asylum Board and 
of the 25 Metropolitan Boards of Guardians, and 
under the aegis of the new governing body these 
hospitals developed into the largest and most pro- 
gressive group of municipal hospitals in the world. 
These included 
interest to the gynaecologist. 

1. Under the old regime the maternity work of 
the public hospitals was carried out by whole time 
resident medical officers with the help of a part time 
visiting consultant from the staff of a voluntary 
or teaching hospital, but the latter was ‘‘ on call ’’ 
only, and technically the treatment of the patients 
was the responsibility of the Medical Superinten- 
dent. In 1936, the London County Council, after 
discussion with the British College of Obstetricians 
and Gynaecologists, modified the terms of medical 
appomtment by transferring full clinical respon- 
sibility from the Medical Superintendent to the 


developments three of major 


69 
Visiting Consultant—and effected other changes 
which brought their units into line with the require- 
ments of the College in regard to preparation for 
the Membership Examination. Asa result of these 
arrangements the status of the Junior (resident) 
as well as the Senior (Visiting) appointment was 
greatly enhanced—and the field of training for the 
young obstetrician and gynaecologist was corre- 
spondingly enlarged. The first appointments of this 
type were made at St. James’s Hospital, Balham, 
and at Dulwich Hospital. 

2. Following upon the publication of the Post- 
graduate Medical Education Committee’s Report 
in 1930, the London County Council played an 
essential part in the negotations which ensued 
between the Government, the University and the 
Hospital Service of London, and which culminated 
in 1934, in the establishment of the British Post- 
graduate School at the London County Council 
Hammersmith Hospital—with Professor James 
Young of Edinburgh in charge of the Obstetrical 
and Gynaecological Department. 

Facilities for advanced post-graduate teaching 
and research had hitherto been almost non-existent 
in this country, and the provision of a hospital and 
financial assistance for this purpose was a major 
contribution towards the solution of a difficult and 
important problem. 

3. A final development was the federation for 
the purpose of post-graduate teaching, in 1948, of 
Professor Young’s Unit at Hammersmith with 
Queen Charlotte’s Hospital and the Chelsea Hos- 
pital for Women as the Institute of Obstetrics and 
Gynaecology with a Board of Management in 
affiliation with the British Post-Graduate Medical 
Federation. The Institute with its fusion of the 
best elements from the old voluntary and municipal 
systems has an important and responsible role to 
play in post-graduate medical education and it is 
assured of the sympathy and support of every 
gynaecologist. 


MUNICIPAL HOSPITALS OUTSIDE LONDON 
DUNDEE 
1924—Dr. R. C. Buist was appointed Visiting 
Obstetrician and Gynaecologist by the Dundee 
Parish Council to the Eastern Hospital—now 
Maryfield Hospital. 
Dr. W. L. Burgess, M.O.H. 
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BIRMINGHAM 
1922— The post of Resident Obstetrician created at 
Dudley Road Hospital— modified 2 years later 
as Resident Obstetrician and Gynaecologist. 
Mr. R. P. S. Kelman, F.R.C.S. 


CAMBRIDGE 
1927—The Borough Council obtained the services 

of a Consultant for Puerperal Pyrexia cases in 
1927 and for cases of difficult labour 2 years 
later—but without providing beds as these were 
available at the voluntary hospitals (Adden 
brooke’s). 

Dr. Cyril Eastwood, M.O.H. 


LEEDS 

i9g28—A Consultant Obstetrician and Gynaecolo- 
gist was appointed to the Staff of St. James 
Hospital by the Leeds Board of Guardians. The 
Consultant was not originally in full clinical 
control of beds but paid regular visits to the 
hospital. At such times he was asked to give an 
opinion on certain cases submitted to him. 


Dr. I. G. Davies, M.O.H. 


LIVERPOOL 

1921--Visiting Obstetrician with clinical control 
of beds appointed by the select vestry to their 
Brownlow Hill Hospital 

Gynaecology remained in the hands of the 

visiting surgeon. 

14927--Visiting Obstetrician and Gynaecologist in 
full clinical charge of obstetric and gynaecological 
wards appointed to Walton Hospital. 


MANCHESTER 

1924--Before Crumpsall Infirmary and Withington 
Hospital were transferred to the City Authority, 
each hospital had a part time Visiting Obstet- 
rician and Gynaecologist—-with beds at thei: 

disposal and clinical independence of action. 

Dr. C. Metcalf Brown. M.O.H. 

GLASGOW 

1929—Prior to the Local Government Act, in 
Glasgow as in London and elsewhere, public 
assistance institutions had maternity and gynae- 
cological beds with a visiting consultant in 
clinical charge. As soon as the City took over 
these hospitals, a new maternity department was 
created at the Hospital 


largest Municipal 


(Stobhill) and thereatter rapid developments 
took place and many new consultant appoint- 
ments were made to the various maternity units 
established by the Corporation; from the outset 
these consultant obstetricians were given full 
clinical control of their beds. 

Dr. Stuart Laidlaw, M.O.H. 


1931--Consultant Obstetrician and Gynaecologist 
first appointed with control of beds in March 1931. 
Dr. V. N. Leyvshon, M.O.H. 


CARDIFI 
1932—The Professor of Midwifery in the Welsh 
National School of Medicine was appointed 
Consultant Gynaecologist and Obstetrician to the 
City Lodge Hospital. 
Dr, J.C. Greenwood Wilson, M.O.H., 


EDINBURGH 

1932 When the Local Government (Scotland) Act 
1929 became operative, arrangements were made 
between the Corporation of Edinburgh and the 
University whereby the Corporation was enabled 
to have the expert advice of the professorial 
staff of the University for work in the hospitals. 
The professors of Medicine, Surgery, Midwifery 
and Child Life were appointed to act as Directors 
of the Municipal Units for their respective sub- 
jects with full clinical control of the beds placed 
at their disposal. These appointments becam: 

operative on 22nd November, 1932 


Dr. P. Tate, 


OXFORD 
1937—Prior to the 1929 Act, the Oxtord Council 
did not appoint a Specialist in Obstetrics and 
Gynaecology, but relied upon the expert and 
gratuitous advice of the local consultants. In 
1937, however, the City, in association with the 
Oxford County Council, provided the equipment 
‘ Flying Squad "’ based on the voluntary 


for a 
Maternity Hospital and made arrangements to 
pay the consultants for services to their own 
cases, 


Dr. Mary Fisher, D.C.H. 


BRISTOL 
1939--After a new maternity building had been 
erected at Southmead by the Local Health 
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Authority the voluntary hospitals in Bristol 
decided to give up internal and external mid- 
Witery work and to leave this to the Local 
Authority. 
drawn up by the Corporation and the University, 
and Southmead became the teaching hospital. 
The Professor of Obstetrics at the University 
took charge of the Obstetric Department, and 
the Medical Superintendent of the Hospital was 
recognized as a Specialist in Midwifery and a 
member of the team. Under this system the 
Professor teaching, the 
Medical Superintendent for administration, and 
the clinicians in charge of the three units, which 


A comprehensive scheme was then 


was responsible for 


together composed the Obstetric Department of 
160 beds, had full clinical responsibility for their 


Cases. 


Dr. R. H. Parry, M.O.H. 


SUNDERLAND 
1938—A Consultant Obstetrician to the Sunderland 
County Borough, with beds at the Municipal 
Hospital, was appointed in 1938, the M.R.C.O.G. 
being a condition of appomtment. 
Prior to the New Health Act, the Royal Infirmary 


necessary 


had no Gynaecological Department although the 
title of Honorary Associate Assistant Obstetri- 
cian was conferred upon the Municipal 
Consultant in order to enable him to perform 
major obstetrical 


operations in private 


wards: he was not allowed, however, to do 
gynaecological work in the hospital. 
Mr. F. J]. Burke 
NEWCASTLE ON TYNE 
1938—A full-time Maternity Child Welfare Officer 
under the old conditions was appointed in 1920. 
In 1938 a new appointment was created of 
Obstetric Surgeon with charge of a 30-bedded 
Maternity Unit at the General Municipal Hospital 
and supervision of the City’s obstetric and mid- 
wives’ services. This appointment was modified 
in 1943 with the title of Obstetrician and Gynae- 
cologist to the City’s Hospitals. 
Dr. W.S. Walton, M.O.H. 


HULL 
1938--Under the old regime, the City took over in 
1915 a Maternity Hospital supervised, by volun 


tirv auspices and appointed a part-time lady 


1940 


71 
medical officer (who was in general practice in 
the town) to look after the cases. In 1929 this 
lady became part-time Consultant Obstetrician. 
The first appointment under the new regime was 
made in 1938 when a member of the British 
College of Obstetricians and Gynaecologists 
became part-time Consultant Obstetrician and 
Gynaecologist to the Corporation Hospitals. 

Dr. N. Gabbi, M.O.H. 


No?rriNGHAM 
An Obstetrician and Gynaecological Surgeon 
was appointed by the City Council—with a de- 
partment in the City Hospital. 

There has never been a Gynaecological Depart- 
ment at the General Hospital (former Voluntary 
Hospital) although the title of 
Associate Gynaecological Surgeon was created 
to allow the City Obstetrician and Gynaecologist 
to come in for consultation 


anomalous 


without, however, 
giving him the control of beds or any routine 
out-patient or in-patient duties. 

Mr. Harold Malkin 

Dr. Wilhtam Dodd, M.O.H 


HOSPITAL FACILITIES FOR THE TREAT- 

MENT OF OBSTETRICAL AND GYNAECO- 

LOGICAL CASES NOW AVAILABLE (1950) IN 
THECITY OF GLASGOW 


1. There are three general hospitals which were 
formerly voluntary hospitals in which there is a 
Gynaecological Department but no Obstetrical 
Department. 


These are known as the Royal 
Castle Street, Glasgow, C.4, the 
Western Infirmary, Dumbarton Road, Glasgow, 
W.1., the Victoria Infirmary, Langside, Glas- 
gow, S.2. 

. There are Three general hospitals which were 
formerly municipal hospitals in each of which 
there is both an Obstetrical and Gynaecological 
Department. They are known as_ Stobhill 
Hospital, Govan, Glasgow, S.W.1; the Eastern 
District Hospital, Duke Street, Glasgow, E.1; the 
Western District Hospital, Bairdsbrae, Glasgow, 
C.4. 

. There is a small general hospital, formerly a 
voluntary institution, staffed entirely by women 
doctors and dealing exclusively with female 


Infirmary, 
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patients, and having both obstetrical and gynae- 
cological beds. 

It is known as Redlands Hospital for Women, 
Lancaster Crescent, Glasgow, W.2. 
There is Lennox Castle Institution, formerly a 
municipal hospital situated about 12 miles from 
the centre of the city and built initially to 
accommodate mentally defective children, but 
now containing both an obstetrical and gynae- 
cological unit. 


5. Robroyston 


Hospital, Millerston, Glasgow, 
formerly a municipal tuberculosis hospital with 
two pavillions set apart for cases of puerperal 
sepsis. These septic wards being no longer 
required have been converted into a maternity 
unit. 


. There are two special Hospitals, the Royal 


Maternity Hospital and the Royal Samaritan 
Hospital. 
Dr. John Hewitt 
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Fic. I. Fic. 2. 


Direct intravasation from the cannula into the Intravasation into the venous plexus of 
hypogastric veins without filling of the uterine the corpus uteri and into the vena ovarica. 
cavity. 


FIG. 2a. 
Draining of the uterine contents into the veins. 
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UTEROVENOUS AND UTEROLYMPHATIC INTRAVASATION IN 
HYSTEROSALPINGOGRAPHY 
BY 


A. DRUKMAN 
AND 
S. RozIn 
From the X-ray and Gynecologic-Obstetric Departments of the 
Rothschild Hadassah University Hospital, Jerusalem, Israel 


UTEROVENOUS reflux was described for the 
first by Pujol al. in 1927. Since then 
numerous papers on this phenomenon have 
appeared in the literature (Rubin, 1947), 


but interstitial and lymphatic intravasation | 


has hitherto remained practically unknown. 
In the course of 2,000 hystero-salpingo- 
grams* we have had the opportunity of 
studying both phenomena which occurred 
in 62 cases and our results are reported in 
the present paper. 


1. UTEROVENOUS REFLUX 

The following causes of uterovenous 
reflux have so far been described in the 
literature : 

(a) Excessive pressure. 

(b) Operative trauma of the uterine 
mucosa by means of cannulas. 

(c) The performing of hystero-salpingo- 
graphy shortly after menstruation, and 

(d) The performing of hystero-salpingo- 
graphy following intra-uterine damage. 


* The following preparations were employed in 
hystero-salpingography : 

(1) Iodolipon 40 per cent, “‘ Assia ’’ 
Laboratories Ltd., Tel Aviv. 
Lipiodol 40 per cent, ‘‘ Laffay,’’ E. Foucera 
& Co., Inc., N.Y. 


Chemical 


(2) 
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(a) We were able to confirm the fact that 
excessive pressure may lead to intravasa- 
tion only in a very small percentage of our 
cases, and in this connexion we defined our 
terms as follows : We considered heightened 
pressure to be its cause if intravasation did 
not take place at normal pressure (up to 
200 mm.) but occurred only when pressure 
rose above normal. In these cases the 
Fallopian tubes were always occluded, and 
the cervix uteri was markedly dilated due 
to excessive pressure. On repetition of 
of hystero-salpingography intravasation did 
not recur if excessive pressure was avoided. 

(b) Direct trauma to the uterine mucosa 
may result from the use of an over-long 
cannula or, more rarely, a short cannula 
may injure the cervix when the latter is 
deformed by an intracervical myoma or by 
some other anomaly. Many years ago we 
discontinued the use of long cannulas and 
have regularly employed cannulas 3 to 4 
cm. long in order to avoid trauma. In 3 
cases we observed intravasation into a vein 
at the site where pressure by the tip of an 
overlong cannula injured the uterine 
mucosa or the uterine muscle. 

A case is described in Fig. 1, which 
shows the direct and rapid filling of the 
hypogastric vein. Immediately follow- 
ing the injection the patient developed 
a rapid pulse-rate, dyspnoea and oppres- 
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sion, but these alarming symptoms disap- 
peared after a short time and the patient 
recovered completely within the next 2 
hours. An X-ray picture, taken 30 minutes 
after inoculation, revealed granular 
shadows in the smallest apical vascular 
ramifications in both lungs. The oil was 
resorbed very slowly and traces were still 
evident 2 months later. 

(c) and (d). It is obvious that hystero- 
salpingography should not be performed 
shortly after the menses or after curettage 
until the uterine mucosa has been reformed. 

In contrast to the generally held view that 
excessive pressure is its chief cause, intra- 
vasation due to increased pressure played 
only a minor role in our experience. In 
most of the cases of intravasation observed 
by us pressure remained normal and the 
Fallopian tubes were almost always patent. 
Intravasation could sometimes be observed 
even in the first pictures under very slight 
pressure. Further filling of the uterus with 
lipiodol led to increased filling of the veins. 
The following observation supports the view 
that pressure is not commonly the cause of 
intravasation : If we observed intravasation 
after filling the uterus and withheld further 
injection, leaving the cannula in the cervix 
so as to prevent reflux of oil through the 
cervix, then the iodinized oil continued to 
drain into the veins until none was left in 
the uterine cavity. The evacuation of the 
contents of the uterine cavity into the veins 
may possibly be due to increased contrac- 
tility of the uterine muscle. Fig. 2 depicts 
a uterine cavity filled with oil and displaced 
to the left with extensive venous intravasa- 
tion up to the vena ovarica. In view of the 
penetration of the vein we withheld further 
injection of oil, but the apparatus was not 
removed. A picture taken 10 minutes later 
revealed the fact that the uterine cavity had 
been emptied except for a small residuum. 
Since the oil was unable to flow back into 
the sealed cervix, it must have drained into 
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the veins (Fig. 2a). After an additional 
10 minutes no trace of oil was left in the 
uterine cavity. 

The fact that, on repeated HS with low 

pressure, performed days, weeks, or even 
years later, intravasation always recurred 
and that it took place at the same site repre- 
sents a further important proof that exces- 
sive pressure is not the cause of intravasa- 
tion. 
_ Our cases were divided into the toliow- 
ing groups in order to explain intravasation 
under normal pressure and mostly with 
patent tubes. Intravasation was associated 
with : 

1. A filling defect in the uterus. 

2. A deformed and enlarged uterine 
cavity. 

small, deformed 
uterine cavity. 

}. An apparently normal uterus and 
patent Fallopian tubes. 


3. A (shrunken) 


1. /utravasation Associated with a Filling 
Defect in the Uterine Cavity. ; 

In Io out of 62 cases of intravasation we 
observed that the iodized oil frequently left 
the uterine cavity at the site of a small filling 
defect, due to a small submucosal myoma 
or a polyp. When HS was repeated reflux 
recurred at the identical site. Fig. 3 
presents a typical filling defect with intra- 
vasation. The uterine cavity is of normal 
size with a filling defect the size of a pea, 
through which the lipiodol made its way 
into the veins. 


2. Intravasation Associated with a De- 

formed and Enlarged Uterine Cavity. 
Intravasation was frequently observed 
in an extensive group of 23 cases suffering 
trom intramural and submucosal myomata. 
The uterine cavities of these patients were 
enlarged and deformed.  Intravasation 
regularly took place at normal pressure, 
and the Fallopian tubes remained patent 
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in 75 per cent of the cases. Fig. 4 shows 
an enlarged, deformed cavity with an 
extensive filling defect due to a cervical 
myoma. Although the tubes are patent, 
venous intravasation has occurred at 
the defective site. Intravasation in the 
above group might perhaps be due to the 
fact that at the site of the myoma the uterus 
lacks the elastic base of the normal 
musculature, and is therefore more vulner- 
able at such points. Moreover, changes 
in the mucosa, such as hyperplasia and 
necrosis, are frequent in myomata, and 
such changes favour intravasation. 


3. Intravasation Associated with Shrunken 
and Deformed Uterus. 

This group consisting of 7 cases so far 
comprises only tuberculous cases. They 
frequently illustrate the uterolymphatic 
reflux and rarely the uterovenous types of 
intravasation ora combination of both. The 
X-ray diagnosis of tuberculous uteri will 
be reported elsewhere.* 


4. Intravasation Associated with a Normal 
Uterus and Patent Tubes. 

This group comprises 12 cases, in which 
the uterine cavity was of normal size and 
form, and the tubes were delicate and 
patent; but in which intravasation took 
place in spite of low pressure. Although 
we have no proof of this view we assume 
that mucous membranes with increased 
permeability may exist which favour intra- 
vasation without undergoing any demon- 
strable anatomical changes. Fig. 5 
depicts a normal cavity with delicate 
tubes filled throughout their length and with 
intravasation. A plate, taken 1 hour 
later, depicted the typical condition of free 
oil in the abdominal cavity. When the 
venous system is filled it is often difficult to 
distinguish among the oil-filled tubes, 
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the free oil in the abdominal lumen, and the 
filled vessels. In such cases it is therefore 
necessary to perform a control X-ray atter 
an interval in order to allow the oil to drain 
out of the veins. 


2. INTERSTITIAL AND LYMPHATIC 
INTRAVASATION 

During intravasation the well-known 
picture of filled veins and venous plexus is 
observed, in which the oil is rapidly carried 
off. However, in many cases we observed 
a condition hitherto undescribed, which did 
not correspond to that of typical intravasa- 
tion. In these cases we noted intravasation 
in the form of a cloudy, coarsely-granulated 
or densely reticular shadow in the uterine 
body. The shadow extended through the 
uterine wall to the serosa with the result that 
the whole of the uterus was made roent- 
genologically visible simultaneously with 
the filling of the uterine cavity (Fig. 8). 
The shadows persisted for varying periods, 
and were still visible hours, days, or even 
weeks later. 

At first we were unable to decide with 
certainty whether we were dealing with a 
vascular pattern or possibly with penetra- 
tion of the oil into interstitial spaces or into 
the uterine lymphatics. The fact that intra- 
lymphatic intravasation had _ actually 
occurred was finally proved by the demon- 
stration of oil in the lymphatic nodes of the 
pelvis in a few cases. The oil was shown 
to reach the hypogastric lymphatic nodes 
of the pelvic wall where it was retained, 
thus causing the glands to become visible. 
The oil is thus shown to enter the lymphatic 
system either directly or via the interstitial 
tissue, whence it is transported through the 
lymphatic system. We know of only a single 
case of lymphatic intravasation reported in 
the literature (Varaday, 1947). We were 
able to follow the progress of the unaltered 
oil-filled lymphatic glands for many months 
and even years. The great majority of 
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cases of lymphatic transter were observed 
in cases of uterine tuberculosis, in which the 
Fallopian tubes were always obstructed. 
Transfer generally occurred at normal 


pressure, and recurred when _hystero- 


salpingography was repeated. A number 
of case histories are presented below. 


ASI Nc I 


nexion with sterility. 


Hystero-salpingography in con 
The first pictures revealed 
cavity with filled in 
Intravasation of lipiodol 


a norma! uterine tubes 


their interstitial regions. 
took place in the fundal region on further injec- 
tion (Fig. 6). An hour later the cavity was 
empty, and a reticular shadow was observed in the 
uterine wall. Twenty-four hours later small residua 
were seen in the uterine region. An oval, unhomo 
geneous shadow was observed at the right margin 
of the small pelvis. This shadow was not visible 
on plain exposure. It was due to a lipiodol-filled 
gland and yielded a picture very similar to that 
of a calcified 


gland. The X-ray shadow was 


unchanged a month later (Fig. 6a with arrow). 


No. 2. 


with 


Cast Hystero-salpingography in con 


nexion sterility. Fig. 7 shows a_ small 
irregular cavity. The oil has penetrated the uterine 
wall and appears as a cloudy shadow surrounding 
the Scattered 
spots of oil were observed in the small pelvis. An 
hour later the oil in the pelvic region had disap 
The the oil 


venous 


cavity (lymphatic penetration). 


disappearance of 
The 


by an oily reticulum. 


peared rapid 


suggests intravasation. musculature 


is infiltrated Forty-eight 
hours later the findings in the uterine region re- 
On 
iliac joint oval, spotty shadows were seen, which 
(Fig. 

the 


mained unchanged. both sides of the sacro- 


resembled impregnated lymphatic nodes 


ga). Two weeks later most of the oil in 


uterine region had disappeared but the lymphatic 
still 
months. 


nodes remained unaltered, and these were 


unchanged after a further lapse of 2'4 
This was a case of combined lymphatic and venous 


reflex. 
Cas—E No. 3. Fig. 8 
cavity displaced to the right. 


depicts an _ irregular 
A reticular pattern 
observed in the uterine 
later 


residua were found in the uterine wall, while the 


and linear shadows are 


wall. Twenty-four hours extensive oily 


lymphatic vessels and glands on both lateral pelvic 
margms were filled. Eight days later only a few 
The 


impregnated glands remained unchanged (Fig. 8a). 


oily residua were found in the parametria. 


Case No. 4. Hystero-salpingography in 1945 in 


connexton with sterility. Fig. 9 depicts a very 
surrounded by reticular 
shadows. The interstitial portions of the Fallopian 
filled. Small calcified glands were 
present in the left side of the pelvis. 


small uterine cavity 


tubes were 
One hour after 
the injection of lipiodol was interrupted the uterine 
cavity was still filled and the reticular shadows were 
the wall. <A _ thread-like, 
segmented shadow (lymphatic vessel) leads to the 


still visible in uterine 
pelvic wall on the left and terminates in a small, 
pea-sized shadow, which represents initial filling 
of the gland. Twenty-four hours later (Fig. ga) 
the oil was partly drained from the uterine body. 
Filling of the glands on the left side was more pro- 
nounced. A spotty, irregular shadow was visible 
on the right pelvic wall. Hystero-salpingography 
was repeated 2 years later, in 1947, and special 
precautions were taken to avoid increased pressure. 
Intravasion recurred in exactly the same manner 
as in 1945. Residua of lipiodol were still visible 
in the glands 


DISCUSSION 
A. Venous Intravasation. 

The increased applications of hystero- 
salpingography have made it a valuable 
diagnostic method in gynaecology, and 
particularly in cases of sterility. In sterility 
hystero-salpingography has therapeutic in 
addition to diagnostic value. A certain 
partially justifiable prejudice against this 
procedure has arisen on the basis of the rare 
cases of fatal pulmonary oil embolism fol- 
lowing intravasation reported in the litera- 
ture. In our material, consisting of over 
2,000 hystero-salpingographies, we ob- 
served intravasation in 62 cases. The 
diagnosis of intravasation is very important 
because continued injection of oil must be 
avoided in order to prevent embolic trans- 
port of larger quantities of oil. On observ- 
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ing this precaution we observed penetration 
of oil into the pulmonary capillaries in a 
very few cases (3), but serious complica- 
tions never ensued. Complications can be 
avoided with certainty when intravasation 
is early recognized and further injection of 
oil discontinued. 

It is quite evident that careless technique 
and choice of over-long instruments may 
lead to trauma of the uterine mucosa and 
vessels; and further, that increasing 
pressure beyond the normal where there is 
obstruction of the tubes may force the 
oil into the veins. Intravasation due 
to increased permeability of the vessels 
following menstruation, curettage or 
atypical bleeding from the uterus, is also 
possible. In our material intravasation as 
a result of these causes occurred only very 
rarely, since we performed hystero-sal- 
pingography under controlled pressure, we 
employed a short cannula, and we heeded 
the complaints of the patients during the 
operation. 

The great majority of the cases of intra- 
vasation were not due to faulty technique 
but occurred under normal pressure. We 
observed intravasation in connexion with 
filling defects of the uterus and deformities 
of the enlarged uterine cavity, as well as in 
cases of small, shrunken uterus (possibly 
due to tuberculosis), and in apparently 
normal uterus with patent tubes. Intra- 
vasation is frequently observed in 
association with small filling defects. The 
lipiodol escapes at the site of the defect and 
when hystero-salpingography was _ re- 
peated, even under low pressure, intra- 
vasation always recurred at the same point. 
We were able to demonstrate histologically 
that these small defects of the uterine cavity 
were caused by polyps, or by endometrio- 
sis. Uterine endometriosis is characterized 
by hyperproliferation of the mucosa, with 
either diffuse thickening of the entire uterine 
mucosa or localized hyperplasia involving 
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only a portion of it. Vascular thrombosis 
and even more infection and necrosis were 
often observed at these sites. Intravasation 
occurred as a result of such changes. 
Intravasation in cases of intramural myo- 
mata, mostly with patent tubes and 
under normal pressure, may perhaps 
have been due to the changes in the uterine 
wall and mucosa (Goodall, 1944). 

Uterine tuberculosis constituted an 
important cause of intravasation and was 
even closely associated with uterolym- 
phatic reflux. Deformation of the uterine 
cavity resulted from tuberculosis of the 
corpus uteri. Intravasation or utero- 
lymphatic transfer took place even at low 
pressure, probably as a result of inflamma- 
tion of the mucosa and musculature and of 
the tuberculous ulceration of the mucosa. 
Uterine changes due to tuberculosis as 
revealed by the hystero-salpingogram 
will be reported elsewhere. * 

It is more difficult to explain the occur- 
rence of intravasation in cases of appar- 
ently normal uterus and Fallopian tubes. 
Here, too, intravasation took place at com- 
pletely normal pressure. Iodine transfer 
also recurred on repetition of hystero- 
salpingography. There must be some 
reason for this habitual penetration and it 
was assumed that inflammatory changes of 
the mucosa favoured intravasation. 


B. Lymphatic Intravasation. 

For years we have been observing a type 
of lipiodol penetration into the vascular 
system, which differed from venous intra- 
vasation. Whereas in uterovenous irtra- 
vasation the oil enters the veins or venous 
plexus and is very rapidly cleared away, 
in a number of cases we observed that the 
iodine oil remained in the corpus uteri and 
parametrium as cloudy, ill-defined, or 
densely reticular shadows. The oil was not 
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7 
immediately transported but varying 
residua remained tm situ tor hours, days, or 
weeks; and if it was removed it was 
eventually partially deposited in the lym- 
phatic glands of the pelvis. In these cases 
penetration took place into the interstitium 
or lymphatic vessels from which the oil is 
slowly cleared away as explained above. 
Oil-impregnated lymphatic glands were 
observable years later. This process is 
thus to be distinguished from venous 
intravasation in which rapid clearance into 
the blood system occurred, and in which the 
oil disappears from the uterine and pelvic 
blood-vessels within a matter of minutes. 
Whereas intravasation is sometimes accom- 
panied by severe accessory effects, the 
entire process of lymphatic transfer takes 
place locally in the small pelvis, and the 
patients do not suffer subjectively. 

Lymphatic transfer occurs in cases of 
pathological uterine changes resulting from 
inflammatory and ulcerative processes in 
the uterine mucosa, inflammatory hyper- 
plasia of the mucosa or destructive proces- 
ses in the uterine muscle. Most cases of 
lymphatic transfer were associated with 
tuberculosis of the uterus and obstruction 
of the tubes. 


SUMMARY 


1. Iwo distinct phenomena, intravasa- 
tion and lymphatic transfer, were studied 
by means of hystero-salpingography. 

2. The causes of intravasation cited in 
the literature, namely excessive pressure, 
lesions of the uterine mucosa, and hystero- 
salpingography shortly after menstruation 
or curettage, did not play a major role in 
our cases (I2 cases = 18.7 per cent). 

3. Intravasation under normal pressure, 
and with patent tubes occurred in our 
material under the following conditions : 


=h JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


(a) Inthe presence of filling defects of the 
uterine cavity, caused by a polyp or by 
endometriosis (I0 cases = 15.6 per cent). 

(6) In deformations of the uterine cavity 
due to myomata (23 cases = 36 per cent). 

(c) In cases with apparently normal 
uterus and patent tubes (habitual intrava- 
sation). On repetition of hystero-salpingo- 
graphy intravasation recurred always at 
the same site (12 cases = 18.7 per cent). 

4. The phenomenon of lymphatic trans- 
fer was described (7 cases = II per cent). 
It is characterized by: 

(a) Closely reticular, cloudy turbidity in 
the uterine wall. 

(b) Slow clearance of oil from the uterine 
body. 

(c) Accumulation of oil in the regional 
lymphatic glands. 

(d) The retention of lipiodol in the glands 
for months and even years. 

(e) No subjective complaints or other 
complications were observed in lymphatic 
transmigrations. 


We are particularly indebted to Prot. 
B. Zondek for kindly allowing us access to 
his clinical material, and for his help, 
advice and keen interest in the study of the 
phenomena described in this paper. 
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EXPERIENCES WITH DI-HYDRO-ERGOTAMINE IN THE 
TREATMENT OF PRIMARY UTERINE INERTIA 
BY 


Ropert C. M.B., B.S.(Syd.), M.R.C.O.G. 


Honorary Assistant Obstetrician 


AND 
James M. Farrar, M.B., B.S., D.G.O.(Syd.) 
Clinical Superintendent 


‘““ WHEN the labour appears to be lingering, 
though everything be in a right posture, if 
the assistants are clamorous, and the 
woman herself too anxious and impatient 
to wait the requisite time, without com- 
plaining, the labour will be actually 
retarded by her uneasiness, which we 
must endeavour to surmount by arguments 
and gentle persuasion; but if she is not to 
be satisfied, and strongly impressed by 
such an opinion that certain medicines 
might be administered to hasten delivery, 
it will be convenient to prescribe some 
innocent medicine, that she may take 
between whiles, to beguile the time and 
please her imagination, but if she is 
actually weak and exhausted it will be 
necessary to order something that will 
quicken the circulating fluids, with 
every point of diet and drink that nourishes 
and strengthens the body.”’ 

The principles laid down by William 
Smellie (1752) hold good to-day, two 
centuries later. We can use better 
sedatives, oxygen, intravenous administra- 
tion of glucose and fluids, and in certain 
cases Caesarean section, but our attempts 
to influence uterine dysfunction with drugs, 
have, on the whole, proved most disap- 
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pointing. When the delay in labour is 


associated with physical obstruction, treat- 
ment is usually straight-forward, but, in 
cases in which the cause is functional, 
management is difficult and requires great 
patience and excellent judgment. The 
distress of the patient and her relatives does 
not make the task an easy one. 

Quite apart from analgesics and 
anaesthetics, many drugs have been used in 
an attempt to hasten delivery. These fall 
into two groups, anti-spasmodics and 
uterine stimulants. Anti-spasmodics have 
not attained great popularity in Britain and 
the United States, but would seem to be 
much more popular in Continental centres. 
Relaxing properties are claimed by some 
for pethidine and chloral but any such 
effect appears to be insignificant. Mag- 
nesium sulphate has its advocates as have 
acetylcholine and prostigmin. Many other 
drugs, too, have been tried and, in most 
instances, abandoned, though in the case of 
constriction ring, adrenalin and amy! 
nitrite are of undoubted value. As 
stimulants oestrogens and ascorbic acid are 
in common use to-day; our personal 
experience is that oestrogens may 


occasionally have a slight effect but that 
ascorbic acid is valueless. Amphetamine 
we have not used. 
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Pitocin certainly is effective as a 
stimulant in many cases, though even when 
given in small doses and under careful 
supervision, its safety not beyond 
dispute. When larger doses are used, the 
risks of foetal death and rupture of the 
uterus are very real. Reynolds, Hellman 
ind Bruns (1948) have shown that when 
pituitrin is administered by the usual inter- 
mittent, intramuscular method, _ the 
resultant contractions tend to be of an 
inefficient type, as the lower portions of the 
uterine muscle are stimulated as well as, or 
even more than, the fundus. Theobald et 
al. (1948) and Stone (1950) have recom- 
mended a slow intravenous-drip adminis- 
tration of pitocin and Hellman and others 
(1950) have shown that, when this method 
employed, the uterine contractility 
patterns are more favourable. This 
method, however, still under trial, 
though the early results seem promising. 
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Pharmacology of Di-hydro-ergotamine.* 

Di-hydro-ergotamine was synthesized by 
Stoll and Hoffman (1943), along with a 
number of other synthetic derivatives of 
ergot. Di-hydrogenation causes a marked 
change in the pharmacological properties 
of the drug as compared with those of 
ergotamine. 

The pharmacology of crude ergot and its 
naturally occurring alkaloids well 
known. Ergotamine has been in use as an 
oxytocic for 30 years and ergometrine since 
1935, but the other alkaloids are rarely used 
therapeutically. Ergometrine is, of course, 
purely an oxytocic, but ergotamine to a 
greater or lesser extent the 
properties of the whole group. Four of 
these properties in particular are of clinical 
interest, the oxytocic effect, the sympathi- 


is 


possesses 


"Marketed under the name of DHE/45- 


Sandoz in 1.0 ml. ampoules containing 1.0 mg. of 


the drug 
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colytic effect, the vaso-constrictor effect 
and its emetic effect, the last being well- 
known to migraine sufferers. As an oxy- 
tocic it acts directly on the uterus causing 
a prolonged and marked increase in uterine 
tone—in other words, a spasm—coming on 
after a delay of about 20 minutes and last- 
ing for several hours. This tonic effect 
renders the drug unsuitable for administra- 
tion whilst the foetus is in the uterus, as the 
effect of a spasm on the placental circula- 
tion is disastrous. The same applies to 
ergometrine, which acts far more rapidly 
and more powerfully. Farber (1946) has 
reported on the successful use of methyl- 
ergometrine by mouth for the induction of 
labour, but we feel that such a method is 
unsound in theory and dangerous in 
practice. Salzman (1949) has recently 
warned of the risks of using ergometrine to 
induce labour; in the 3 cases which he 
records the induction succeeded, but the 
foetus was macerated. Munro Kerr and 
Moir (1949) also condemn the practice. 

The properties of di-hydro-ergotamine 
are quite different from those of ergota- 
mine. The direct effect on the uterine 
muscle appears to be entirely absent. In 
fact in some animals it has an inhibitory 
effect against ergotamine and ergometrine, 
but there is no evidence of such antagonism 
in the human. The emetic effect is much 
reduced, and instead of causing vaso-con- 
striction it causes slight vaso-dilatation. 
The sympathicolytic effect, however, is 
much more powerful. 

Rothlin (1947) has shown in rabbits and 
guinea-pigs that di-hydro-ergotamine has 
a more powerful and more prolonged 
sympathicolytic effect than ergotamine, the 
factors being x 2.25 in the rabbit and x7 
in the guinea pig. The effect on the rabbit 
uterus was found to be an inhibitory one 
against the effect of ergotamine and ergo- 
metrine. 

Orth and Ritchie (1947) investigated the 
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effects on rats, rabbits and dogs. Even 
using huge doses, they were unable to 
produce peripheral gangrene, nor were 
such doses lethal. Vomiting could be 
induced, but only with difficulty. They 
found no direct oxytocic effect in vivo or 
on the isolated uterus. In fact injections 
given daily throughout pregnancy were 
without effect on pregnancy, offspring or 
lactation. 

Horton, Peters and Blumenthal (1045) 
at the Mayo Clinic agree that the drug is 
far less toxic than ergotamine and have 
confirmed this on the human subject in 120 
cases of migraine. The drug has been used 
extensively in the treatment of migraine 
since that time and its low toxicity is now 
well known. The doses used are several 
times greater than have been used in our 
trials. Sensitivity to the drug is rare and 
any effect on lowering blood pressure 
would appear to be negligible. 

Alvarez (1947) reports the case of a 
pregnant woman treated with large doses 
of the drug on account of severe migraine 
and in whom pregnancy was unaffected. 
He considers that it is about one-fourth as 
toxic as ergotamine and states that side 
effects are rare. 


Rationale for the use of Di-hydro- 
ergolamine. 

Relatively little is known regarding the 
causation of disordered uterine action. 
MacRae. (1949) classifies six clinical types 
of the condition—the atonic uterus— 
cervical achalasia—the arrhythmic type— 
the hypertonic uterus—local uterine con- 
traction and general uterine contraction. 
Some cases fit fairly clearly into one of 
these categories but trequently the case 
presents features of more than one group. 

The association of delay in labour with 
a posterior position of the head, with 
breech presentation, and with overdisten- 
tion of the uterus is well-known; so also is 
F 


its occurrence in women showing some 
android tendencies, in the dystrophia- 
dystocia syndrome, in congenital and 
acquired abnormalities of the uterus, and in 
some of those who suffer from menstrual 
irregularity and pain. Of the actual 
physiological defect, however, we know 
very little. The effect of emotion, fear, and 
mental stress in causing delay in labour is 
well-recognized; the phrase ‘* tense 
woman, tense cervix ’’ is only too true. 

Another well-established fact is that 
spinal anaesthesia increases uterine con- 
traction, presumbly by blocking autonomic 
pathways. It would seem reasonable to 
suggest that the effect of fear is to cause 
over-activity of the sympathetic nervous 
system and that this has an inhibitory effect 
on the course of labour. The use of di- 
hydro-ergotamine in such cases is based on 
this belief. 

The significance of the autonomic 
nervous system in labour is not fully 
understood and attempts to investigate the 
effects have been disappointing or confus- 
ing—for example, the effects of adrenalin 
as investigated by Gunn and Scott Russell 
(1946). Drugs stimulating and depressing 
the parasympathetic system (acetylcholine 
and atropine) have been tried in cases ot 
cervical spasm with disappointing results. 
Prostigmin, too, has been used. 

After studying the effects of these and 
other drugs, Sauter (1948) concluded that 
the tone of the whole uterus is increased by 
sympathetic activity and decreased by 
parasympathetic activity. That is to say 
that * over-activity of the sympathetic 
nervous system may cause a degree of 
spasm of both cervix and upper uterine 
segment. Accordingly he suggested that 
diminished sensitivity to sympathetic 
impulses may relieve such spasms. In this 
regard it is interesting to recall that most 
reports of labour after pre-sacral sym- 
pathectomy state that labour was easy, with 
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relatively little pain. ‘his state of spasm, 
that is of slow dilatation of the cervix 
and heightened intra-uterine tone, is what 
is most often observed in cases of primary 
uterine inertia (Jeffcoate, 1948; Reynolds 
et al., 1948). This would include MacRae’s 
(1949) ‘‘ cervical achalasia ’’ and ‘* hyper- 
tonic uterus’’ types. If this theory is 
correct, such cases should be benefited by 
the administration of a sympathicolytic 
drug, providing that the drug has no 
adverse side-effects on mother or foetus. 
Ergotamine, though an efficient sympathi- 
colytic drug, is absolutely contra-indicated 
because of its danger to the foetus, but as 
the direct effect on the uterine muscle lead- 
ing to spasm is not produced by di-hydro- 
ergotamine, the latter drug appeared to be 
worthy of trial. 

Sauter (1948) accordingly used it in a 
series of 43 cases of delayed labour and 
reports satisfactory results in 30 cases. 
Some of the failures would appear to have 
He 


been associated with disproportion. 
accordingly advised its mse~in cases in 
whom the cervical dilatation is at a stand- 
still and in slow labours following medical 
induction or in which medical stimulation 
of labour with pituitary extract was not 


satisfactory. He presents tocographic 
records which show a marked decrease in 
the uterine tone within one to two hours of 
the intramuscular administration of the 
drug. Reist (1949) obtained similar results 
in a series of 50 cases. 


CLINICAL TRIALS 

Our first experience with di-hydro- 
ergotamine was on August 19, 1949, and 
the present report deals with cases of 
delayed labour treated between that date 
and April 30, 1950. During that time the 
drug was given on one or more occasions 
to 118 patients, but a number of these were 
of an experimental nature as for example 
in an attempt to improve the results of 
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medical induction of labour; it is hoped to 
report on these at a later date. As 
experience was gained in the use of the 
drug we have been giving it quite early in 
those cases who appear to be heading for 
delay in labour. It is difficult to assess the 
result in these cases, though we believe that 
many of them have benefited greatly from 
the treatment. Therefore we have taken as 
a standard of delay a 24-hour period from 
the commencement of labour until the first 
administration of di-hydro-ergotamine, 
and have also excluded the one case in 
whom the cause of delay was a brow 
presentation associated with a contracted 
pelvis. This leaves a series of 43 cases 
which are summarized in Table I. 

It is extremely difficult to assess the 
value of a drug in any single labour, as 
dramatic changes in the progress of labour 
may take place without obvious cause. We 
have therefore made an arbitrary assess- 
ment of the apparent effect of the drug as 
set out in Table II. An attempt to evaluate 
the effect purely by the duration of labour 
after the first dose of the drug is unsatis- 
factory, as many other factors, such as the 
dilatation of the cervix are concerned. In 
the earlier cases, a single dose only was 
used as a rule; this was usually given only 
when the cervix was thinned out and 
moderately dilated. The majority of the 
later cases were given two or more doses, 
sometimes with the cervix thicker and less 
dilated than previously; in such circum- 
stances one must expect a less dramatic 
result. 

The dosage administered has been 0.25 
mg. given intramuscularly with a single 
exception (Case No. 11) in which the dose 
was divided. This dose has been repeated 
as often as 3 times, rarely at intervals of 
less than 4 hours. 

Of the 43 cases which make up the series, 
39 were primigravid and the remaining 4 
had borne a total of 5 children. In 79 per 
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cent the apparent result is classified as 
‘useful ’’, whilst in 21 per cent the drug 
was of little value. The average time from 
the commencement of labour until the first 
dose of di-hydro-ergotamine was 43.5 
hours, and the average time between the 
initial dose of the drug and termination of 
the second stage of labour was 13 hours, 
giving a mean total length of labour of 
50.5 hours. We would venture to suggest 
that these labours would have been con- 
siderably longer, but for the treatment 
employed. In these last figures, the single 
case in which a Caesarean section was 
necessary, despite treatment, is excluded. 

In the 43 cases under review, there were 
3 stillbirths and 3 neonatal deaths, a total 
loss of 13.9 per cent, none of which ap- 
veared in any way to be associated with the 
administration of di-hydro-ergotamine. 
The only case in which any concern 
followed its use was Case No. 4. In any 
event, a foetal wastage of 13.9 per cent in 


prolonged labour would not be excep- 
tionally high. In the entire series of 118 
cases there were & foetal deaths, but of the 
remaining 2, one was due to prematurity, 
and the other was associated with a con- 


striction ring. We have observed no 
adverse effect on the blood pressure, pulse 
rate or foctal heart sounds; indeed in quite 
a few instances the effect of the drug in 
lowering the resting tone of the uterus has 
proved beneficial to a foetal heart which 
previously had been irregular. The drug 
has occasioned no vomiting. We have 
encountered no abnormality in the third 
stage, the occurrence of which could be 
attributed to the use of the drug. Blood 
transfusion was, necessary on no occasion 
in the cases to whom the drug was given. 
The circumstances of the death in the 6 
cases in which foetus failed to survive were 
as follows : 

Case No. 3 (Stillbirth). 
rotation and forceps. 


Delivery was by manual 
Di-hydro-ergotamine had 


been given 3 hours previously. The foetal heart 
beat became very irregular 20 minutes before 
The findings at autopsy were those of 
intra-uterine asphyxia. 

Case No. 14 (Neonatal death). Delivery in this 
instance was by forceps. The foetal heart sounds 
were irregular before the administration of di- 
hydro-ergotamine 3 hours prior to delivery. Follow- 
ing the injection the foetal heart beat was more 
regular for 2 hours, and then again became 
irregular. The infant was asphyxiated at birth and 
died ro hours later. Autopsy showed the cause of 
death to be asphyxia and there was some extra- 
vasation of blood around the brain. 

Case No. 36 (Stillbirth). In this case, 2 doses 
of di-hydro-ergotamime were given, 9% and 5 hours 
before delivery. No foetal distress was noted, and 
the foetal heart sounds were normal shortly before 
a difficult manual rotation and instrumental de- 
livery. Permission for autopsy was refused. 

Case No, 52 (Stillbirth). The foetal heart sounds 
disappeared 15 minutes before delivery. At 
autopsy intra-uterine pneumonia due to Staphy- 
lococcus aureus was found. 

Case No. 75 (Neonatal death). The labour in 
this case lasted 75 hours associated with twin preg- 
nancy and severe toxaemia. Di-hydro-ergotamine 
had little effect and the last dose was given 21 
hours before difficult 
instrumental delivery the first twin died of asphyxia 
in the neonatal period. 

CasE No. 92 (Neonatal death). Labour lasted 32 
hours, a single dose of di-hydro-ergotamine being 
Vitamin K 
was given to the newborn at birth. On the third 
day the of the baby deteriorated, 
petechial haemorrhages developed and it soon died. 


delivery. 


delivery. Following a 


idministered 5 hours before delivery. 
condition 


At autopsy the cause of death was considered to 
be pulmonary haemorrhage due to haemorrhagic 
disease of the newborn. 


The Effect of Di-hydro-ergotamine on the 
Patient with Inertia. 


The majority of the patients to whom 
the drug has been given have presented 
the so-called “‘ colicky uterus’’, that is a 
high resting uterine tone with small 
superadded contractions, and a_ cervix 
which, instead of dilating with a 
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contraction of the body, either remains 
tense and unaltered in diameter, or else is 
observed actively to contract. A number 
have shown a more atonic type of uterine 
inertia, with a low resting uterine tone, 
feeble contractions, and no_ obvious 
cervical dystunction. 


Time of Onset of Effect. This varies. 
Usually signs that the drug is taking effect 
are obvious about half-an-hour after its 
intramuscular injection, but in some cases 
no effect has been noticeable until 2 hours 
have elapsed. 

The Action of the Drug. 

(a) Subjective. The patient usually 
reports that the contractions have increased 
in strength, but she does not as a rule com- 
plain of increased sensation of pain. 
Indeed in some cases the action of the drug 
almost amounts to one of sedation; in these 
instances it is most dramatic to watch the 
change from a tense, nervous woman, 
grasping the head of the bed, and moaning 
continually with pain, to one resting quietly 
between the contractions which have 
become stronger and more regular. 


In about 50 per cent of 
observed to 
increase in amplitude, the acme being more 


(b) Objective. 
cases the contractions are 
sustained, and the contractions more 
regular in occurrence. Sauter (1948) 
maintains that the increased amplitude of 
the contraction is due to the lowering of the 
resting tone of the uterus without an eleva- 
tion of the acme of the contraction. 
Although we have not had the benefit of 
tocographic control in this preliminary 
report, it is our impression that, at least in 
a certain number of cases, the acme of each 
contraction is raised. Decrease in resting 
uterine tone is quite obvious in the majority 
of cases, but in some it is difficult to detect. 
Increased frequency of contractions is not 
common, but in one instance (Case No. 4) 
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the contractions succeeded each other so 
quickly that a condition approaching 
tetanic spasm of the uterus was attained; 
this state, however, was short-lived. In 
80-90 per cent of cases in which the drug 
is effective, a relaxation of cervical spasm 
is noticed. This can be appreciated by 
rectal or vaginal examination at any stage 
of cervical dilatation, but it is more readily 
detected in the earlier stages with the cervix 
I-3 fingers’ breadth dilated during the 
intervals between the pains. Before therapy 
has been commenced, such a cervix has 
been felt at times to contract to such an 
extent as to close the os uteri completely ; 
after administration of di-hydro-ergota- 
mine the cervix has remained quite passive 
during a pain and the os uleri has dilated. 


Duration of Action. It is difficult to be 
definite on this point. In the majority of 
instances in which the drug has been effec- 
tive the patient has continued in normal 
labour. However, in those cases in which 
the injection has had to be repeated, it has 
been our impression that the effect had 
worn off in 4 hours. 


Di-hydro-ergotamine and Constriction 
Ring. Our experience leads us to believe 
that di-hydro-ergotamine does not lead to 
the formation of a constriction ring. During 
the period under review we have encoun- 
tered two cases of constriction ring in the 
second stage of labour. The first (Case 74) 
had not been given the drug before the 
formation of the ring, and no relief was 
obtained following its injection. In the 
second case, it had been given 2 hours 
before the detection of the ring; no further 
injection of the drug was given following 
its discovery, but relaxation was obtained 
with adrenalin and amy] nitrite. Neverthe- 
less, we feel that the drug should not be 
condemned as useless in this condition, 
until the effect of larger doses, perhaps by 
the intravenous route, has been observed. 
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II, 


Apparent Effect of Di-hydro-ergotamine on labour. 


No. of cases 


Excellent 
Good 20 

Fair 
Doubtiul 
No effect 


Useful 34 (79.1 per cent) 


5 
6 Value doubtful 9 
(20.9 per cent) 


Tasce III. 
Mode of Delivery. 


Spontaneous vertex 

Manual rotation and forceps 
Forceps—No rotation needed 
Breech delivery 

Caesarean section 


Total 


Selected Case Histories. 

CasE No. 2. Primigravida, aged 28. The 
estimated date of confinement was 7th October, 
1949. She was admitted to hospital on 6th 
October, 1949, the blood-pressure being 140/80 and 
The blood-pressure fell in 
24 hours to 120/80. Labour began with slight 
pains at 3.30 a.m., 11th October, 1949. At this 
stage the head was not engaged (but could be made 
to engage by pressure from the abdomen), and was 
lying in the left occipito-anterior position; the 
cervix was dilated to 2 fingers’ breadth and was 
completely taken up, and the membranes were 
intact. Fair pains continued throughout the day, 
but by 9 p.m, that night the patient was dis- 
tressed, and the cervix had only dilated to 3 
fingers’ breadth; morphine gr. 14 and hyoscine 
gr. 1/100 were administered and the patient slept 
for 7 hours. Contractions appeared again at 3.30 
a.m. 12th October, 1949, and were slightly stronger 
than on the previous day. By 11.30 a.m. the 
strength of the pains was undiminished and the 
patient was becoming very distressed. The mem- 
branes were still intact and the head was still not 
engaged. The cervix, in spite of painful contrac- 
tions, was still dilated to only 3 fingers’ breadth, 
and on rectal examination it was felt to become 
tense and unyielding whilst the patient complained 
of pain in the back. Di-hydro-ergotamine 0.25 
mg. was given intramuscularly at 11.30 a.m., when 


urinalysis negative. 


the patient had been in labour for 32 hours. Pains 
of the but vaginal 
examination at 1 p.m. (14, hours after injection) 


same intensity continued 
revealed that the cervix was three-quarters dilated, 
and the head engaged. The membranes were 
artificially ruptured at this stage. The head was 
visible at 2 p.m. and on vaginal examination the 
cervix was found to be fully dilated and the head 
was lying at the level of the ischial spines in the 
left occipito-antertor position. As the head had 
not advanced 1 hour instrumental 
delivery of a living male infant weighing 9 pounds 
7 ounces (4.3 kg.) was performed at 3 p.m., 12th 
October, 1949. 

Case No. 4. aged 35. The 
estimated date of confinement was 28th October, 
1949. The patient was admitted at 12 midnight, 
27th October, 1949. The membranes had ruptured 
2 hours previously. The cervix was not completely 
taken up and the head was not engaged. Vague 
pains continued throughout the day and the patient 
slept during the night. The same atonic type of 
labour was present next day but by the evening 
the pains had become stronger and the patient was 
distressed, although the cervix was dilated to only 
2 fingers’ breadth. Morphine gr. 14, and hyoscine 
gr. 1/100 were given with good effect. The patient 
had only slight pains during 29th October, 1949, 
and no effect was noted following the administra- 
tion of stilboestrol. 


later, an 


Primigravida, 


Morphine and hyoscine were 
repeated that night and by the next morning the 
cervix was dilated to 4 fingers’ breadth and the 
head was engaged. Stilboestrol was repeated, 
again with no effect, and morphine and hyoscine 
were given once more. By the morning of .31st 
October the cervix was no further dilated and the 
pains were still weak. Di-hydro-ergotamine 0.25 
mg., was administered at 9.30 a.m., and half-an- 
hour later strong uterine contractions appeared, 
occurring every 1t to 2 minutes. These rapidly 
recurring contractions lasted 5 hour and the patient 
was so distressed that a light ether analgesia was 
necessary. The foetal heart beat was regular with 
a rate of 160 per minute. Three hours after 
administration of the drug the cervix was half- 
dilated and the foetal heart rate 184 per minute. 
Contractions of moderate intensity continued, 
following the initial phase of strong contractions. 
The second stage commenced at 4.30 p.m. and a 
normal delivery of a living female infant weighing 
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7 pounds © ounces (3-34 kg.) occurred at 5.30 p-m., 
31st October, 1949. 

Case No. 17. Primigravida, aged 38. The 
estimated date of confinement was 2nd February, 
1950. When she was 3 months pregnant she had 
what was thought to be a fungating carcinoma of 
A biopsy was taken and radium was 
applied The the 
growth to be a benign papilloma, and the radium 
but 


hours of radium 


the cervix. 


pathological report showed 


was removed at once, by this time 2,000 


milligramme had been adminis- 
tered he 


uneventful, and the patient was admitted in early 


remainder of the pregnancy was 


labour at 4 p.m., 26th January, 1950, with the 


cervix dilated to one finger’s breadth. Pains were 
slight for the 


28th January, 1950, showed the cervix to 


next 41 hours and examination at 
g a.m., 
be taken up and dilated to 3 fingers’ breadth; the 
head was engaged and the membranes were intact. 
An intramuscular injection of di-hydro-ergotamine 
a.m, the 


0.25 Ing. was given at 9.30 a.m. At 


pains were definitely stronger and more regular, 


and rectal examination at 
half-dilated. 


continued and 


11.30 a.m. showed the 


Good, regular contrac- 


at 5 p-m. 
Th 


cervix to be 
the cervix 


ond 


tions was 


three-quarters dilated stage com 
menced at 7.30 p.m. and the patient had a normal 
delivery of a living male infant weighing 4 pounds 
14 


charged on the 12th day of puerperium weighing 


} kg.) at 8 p.m. 28th January, 1950. 


1¢ infant appeared to be normal, and was dis 


» poun Is 
Case No 


estimated 


The 
25th March, 
7-30 


ture labour; 


30 years 


1950 was admitted at p.m. 


in early prem 
ruptured 24 hours 


patient was very nervous, had a 

etween the pains which appeared 
ig her, although they were not 
the 
fully 


(not engaged) appeared 


Vaginal examination showed 
breadth dilated 
} } 


oreech 


and 


be presenting Labour continued in this wav 


until 7.30 2.m., 13th February, 1950, when vaginal 
examination showed the cervix to be still 2 fingers’ 
breadth dilated rhe 


presenting which had 


previously been thought to be the breech was now 


part 


considered to be the vertex, with marked caput 


formation; X-ray examination confirmed this 


Di-hydro-ergotamine 0.25 mg. was given at 8 a.m. 
13th February, 1950, after which the resting uterine 
tone decreased, and the amplitude of the con- 
tractions increased; dilatation had advanced to 
4 fingers’ breadth 4 hours after administration. 
Di-hydro-ergotamine 0.25 mg. was repeated at 
2.30 p.m. with a similar effect. By 5.30 p.m. the 
cervix was three-quarters dilated. The second stage 
commenced at 6.30 p.m. and there was a normal 
delivery of a living male infant weighing 5 pounds 
13 ounces (2.64 kg.) at 7 p.m., 13th February, 
1950. 
ring of pressure necrosis of the scalp was present 
apparently where the dilatation of the cervix had 
been stationary at 2 


There was marked caput formation and a 


fingers breadth for 42 hours. 
This healed and the baby was discharged 29 days 
later, weighing 7 pounds 1o ounces (3.47 kg.). 

CasE No. 23. Th 
, 11th 
February, 1950; the membranes were intact, the 
dilated, the 
By 6 p.m. the pains had 


Primigravida, aged 34 years. 
patient was admitted in early labour at 1 a.m. 
cervix was 1 finger’s breadth and 
head was not engaged. 
increased moderately in strength, but the patient 
was very distressed when the pains occurred and 
was noisy and miserable in the intervals. The 
resting uterine tone was high, and the cervix (by 
this stage dilated to 2 
the 


uterus 


fingers’ breadth) actually 
the 
morphine 


contracted on examining 
the 


gr. '4 and hyoscine, gr. 1 


finger when 
body of contracted; 
100 were given during 
the night. The same type of labour continued 
12th February, and by the 
evening the cervix was 4 fingers’ breadth dilated 
the The morphine and 
hyoscine little effect. At 
g a.m., 13th February, 1950, the cervix was no 
further dilated and the patient was most dis- 
tressed. 


throughout 1950, 


with head engaging. 


were repeated with 


The change following the administra- 
mg. 
g a.m., 13th February, was most dramatic 


tion of di-hydro-ergotamine given at 
the 


patient was not so distressed by the contractions 


which had increased in strength and she rested well 
between the pains. Two hours after the injection 
the cervix was three-quarters dilated, and the head 
was engaged. Di-hydro-ergotamine 0.25 mg. was 
repeated at 2.30 p.m. the same day with good 
effect. 
and there was a normal delivery of a living male 
infant weighing 6 pounds 14 ounces (3.12 kg.) at 
4.20 p.m., 13th 


The second stage commenced at 3.45 p.m., 


February, 1950 
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Case No. 74. Gravida 3, aged 33 years. The 
estimated date of confinement was 5th April, 1950. 
The patient had an uneventful first stage lasting 
22 hours. The second stage had lasted 1 hour 10 
minutes and the head was vis?ble, but no progress 
with pains had occurred for 30 minutes. There was 
a marked depression in the uterine wall just below 
the level of the umbilicus. Di-hydro-ergotamine, 
0.25 mg., was given intramuscularly at this stage, 
but after half-an-hour, as the depression in the 
uterine wall was still evident, it was decided to 
perform an instrumental delivery. On vaginal 
examination a constriction ring was found grasp- 
ing the child at the level of the shoulder blades. 
An intravenous injection of 0.06 mg. of di-hydro- 
ergotamine had no effect on the ring, but almost 
occurred after the 
adrenalin 


immediate relaxation intra- 


muscular injection of I:1000. M.vil. 
Following this, a manual rotation from the right 
occipito-transverse position was performed followed 
by instrumental delivery. The infant was a living 


male weighing 7 pounds 6 ounces (3.35 kg.). 


DISCUSSION 

Whilst a series of 43 cases is not large, 
we feel that we have produced ample 
evidence that di-hydro-ergotamine is of 
considerable value in obstetrical practice. 
Though the series does not include every 
case of prolonged labour treated during 
the nine months under review, all cases 
showing marked delay in labour without 
definite disproportion are included except 
for a few for whom the obstetrician did not 
permit the use of the drug (many of the 
cases being private patients). In the later 
months, when the drug was generally ap- 
proved, its use became almost universal. 
As we have shown, it is not invariably suc- 
cessful, but it is possible that with greater 
experience as to dosage and administration 
the results may be even better. For 


example its addition to a slow intravenous- 
drip with Pitocin may prove of value. 
When we examine other reports of the 
results of treatment in primary uterine 
inertia, however, the value of any medical 


method of shortening these labours is 
emphasised. McRae (1949) records 631 
cases occurring between 1939 and 1948, 
with a maternal mortality of 4.7 per 1,000. 
In 68.9 per cent forceps delivery was 
necessary ; the foetal wastage rate was 12.8 
per 1,000; postpartum haemorrhage 
occurred in 12.5 per cent of cases, and 
Caesarean section was necessary in 4.7 per 
cent, but this rate was doubled for the cases 
occurring between 1945 and 1948. Arthur 
(1949) reports a series of 26 cases of cervical 
dystocia, in 10 of whom Caesarean section 
proved necessary. Our own results are 
very similar to those reported by Sauter 
(1948) and Reist (1940). 

It would seem reasonable to assume 
that the beneficial effects which follow the 
administration of di-hydro-ergotamine are 
due to its sympathicolytic property. Sauter 
(1948) has shown by tocographic tracings 
that the usual effect of the drug is to lower 
the resting uterine tone, when this is exces- 
sive; the acme of the subsequent contrac- 
tions is not raised, but, as a result of the 
lowered tone, each contraction is of greater 
amplitude. If his contention is correct that 
sympathetic over-activity causes a rise in 
the tone of both upper uterine segment and 
cervix, the sympathicolytic property would 
cause this lowering of tone; it would also 
explain the release-effect which occurs in 
cases in which cervical spasm predomi- 
nates. As we have shown earlier, our more 
dramatic successes came from these types 
of dystocia. We would, however, disagree 
with his statement that an observer with a 
hand on the fundus is often unable to detect 
any increase in uterine activity; in our 
experience an increase in the contractions 
is quite evident in most instances, though 
often not for an hour or more, and the notes 
of the effect on contractions in Table 1 are 
based on clinical observation alone. In 
Case No. 4 the effect caused us a certain 
amount of concern. We have used the drug 
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in cases of the atonic type and, though it 
does not always help, in some instances it 
has appeared to be of considerable value. 
We have also seen cases in whom adminis- 
tration of the drug has been followed by a 
definite increase in the contractions without 
any change in cervical dilatation. There- 
fore we would suggest that sympathetic 
over-activity must also have a direct 
inhibitory effect on uterine contractions. 
This is borne out by the fact that labour 
pains may deteriorate quite abruptly 
following an emotional upset. Undoubtedly 
there are many aetiological factors which 
may play a part in uterine inertia, some of 
which we have mentioned earlier, and this 
is probably the explanation of our failures. 

It is not easy to obtain evidence in the 
human to confirm the animal experiments 
showing a total absence of the direct effect 
on uterine muscle of the naturally occurr- 
ing ergot alkaloids. However Sauter’s 


(1948) tracings show a fall in tone and this 


would agree with our clinical observations. 
We have yet to see a case in which the uterus 
has not relaxed satisfactorily between con- 
tractions after di-hydro-ergotamine; like- 
wise, in no case has foetal distress, as 
judged clinically, been caused or increased. 
Further work is necessary to provide final 
proof, but the evidence seems to bear out 
the observations on the animal uterus. 


Indications, Administration and Dosage. 
For the present we would suggest four 
clinical types of case, and perhaps a fifth, 
in which the drug is worthy of a trial. It is 
not unlikely that the indications will be 
extended with greater experience. 
(1) In the spasmodic, hypertonic type of 
uterine inertia. 


* As the word oxytocic applies strictly to any 
means of accelerating parturition, we have referred 
throughout to the direct oxytocic effects of ergot. 
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(2) In the case in whom cervical 
dilatation is at a standstill, or in 
whom the cervix actively contracts 
with uterine contractions. 

(3) In the slow, unsatisfactory labour 
with weak irregular pains which 
often follow medical or surgical 
induction. 

(4) In atonic inertia. The results are less 
dramatic but are often valuable. 


The doubtful inclination is to administer 
the drug as a routine when pains have been 
initiated or stimulated by pitocin; our 
impression of this technique is favourable, 
but we are not prepared as yet to make a 
definite statement or to quote figures. 

In our opinion the drug is of no value 
unless definite painful uterine contractions 
are present. It has no effect on the inactive 
uterus. Apart from the series we have 
presented, we have used the drug with 
apparent success in a number of cases 
which do not fulfil the requirement of 24 
hours of labour. These include cases in 
whom uterine spasm is evident early in 
labour, and those for whom a short labour 
is particularly desirable, as for example, 
some cases of ante-partum haemorrhage. 

The dosage we have used and recom- 
mend is 0.25 mg. administered by intra- 
muscular injection. Larger doses seem 
unnecessary and may possibly lead to 
excessive uterine activity. The drug may 
be repeated safely after 4 hours or more. 
In several cases the response to the initial 
dose has been disappointing, but a further 
dose some hours later has been followed 
by a dramatic effect. Though we have given 
more than 2 doses on 3 occasions, as Table 
I shows, the results have been disappoint- 
ing. The majority of our more recent cases 
have received 2 doses of the drug. 


SUMMARY 
1. The use of di-hydro-ergotamine in 
functional delay of labour is discussed. 
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2. The pharmacology of the drug is 
presented. 

3. The aetiology of primary uterine 
inertia is discussed, with particular 
reference to the significance of the sym- 
pathetic nervous system. 

4. A series of 43 cases of prolonged 
labour treated with di-hydro-ergotamine is 
presented; in 34 cases beneficial results are 
claimed. 

5. The clinical response to the drug is 
described. 

6. The safety of the drug to both mother 
and foetus is discussed. 

7. Suggestions are made as to indica- 
tions, dosage and mode of administration. 
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BILATERAL RENAL CORTICAL NECROSIS IN OBSTETRIC 
PRACTICE 


Tue first report of bilateral renal cortical 
necrosis in obstetric practice was by 
Bradford and Lawrence in 1808, I2 years 
after the report of this condition in a non- 
pregnant patient (Juhel-Renoy, 1886). 
Many cases have been reported since then, 
and in 1941 Duff and More reviewed the 
literature containing a total of 71 cases, 
including 48 in which the condition com- 
plicated pregnancy. Jardine, in publish- 
ing a total of 6 cases in collaboration with 
other workers, has reported the largest 
individual series of cases of renal cortical 
necrosis in pregnancy (Jardine and 
Teacher, 1911; Jardine and iennedy, 
I913, 1920). 

The review of the literature by Duff and 
More (1941) dealt chiefly with the patho- 
logical aspects of the condition and very 
little attention was paid to the clinical 
features. From a perusal of the available 
literature it appears that the early stages of 
all renal complications following shock in 
or the puerperium are very 
the diagnosis is frequently only 
made at post-mortem. It is essential that 
the diagnosis be made as soon as possible 
so that a rational form of treatment may be 
instituted. Although symptoms are not 
very pronounced in the early stages of 
bilateral cortical nevertheless 
there are certain features which appear to 
be diagnostic. With this end in view 8 cases 
are reported and analysed. 
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CLINICAL MATERIAL 

The present series of 8 cases, confirmed 
by post-mortem and histological examina- 
tion, occurred in the Glasgow Royal 
Maternity Hospital between 1936 and 1949. 
These 8 cases were found in a total of 587 
post-mortems performed, giving an 
incidence of I in 73. Three of the cases had 
associated necrosis of the anterior pituitary 
gland (Cases, I, 2 and 3), and this has been 
made the subject of another communica- 
tion. 


Case 1. This patient was aged 41 years and 


para 15. She had had diphtheria 10 years pre- 
viously. She was admitted to hospital with mixed 
accidental haemorrhage. She developed oliguria 
The 


cent and 


which continued until death on the 6th day. 
maximum blood urea was 156 mg. pet 
the 0.30 g. 
Autopsy revealed necrosis of most of the renal 


minimum urine urea was per cent. 
cortex, centrilobular degeneration in the liver and 


necrosis of the anterior lobe of the pituitary gland. 

Case 2. This patient was aged 41 years and 
para 4. She 
admitted to hospital after precipitate delivery 


There was no previous illness. was 
and 
postpartum haemorrhage. On the followmg day 
the blood-pressure had risen to 150/90 mm, Hg 

There was no record of oedema or of examination 
From the fourth day 
onwards there was oliguria which lasted until death 
the Autopsy 


necrosis of the renal cortex, marked generalized 


of the urine for albumen. 


on sixth day. revealed patchy 


necrosis of the liver, and necrosis of the anterior 
lobe of the pituitary gland. 
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Case 3. This patient was aged 41 years and 
para 5. There were 2 previous normal pregnancies, 
one which ended after 7 months gestation with an 
antepartum haemorrhage and one 9 months pre- 
viously which was terminated after 8 months 
gestation because of ‘‘ kidney trouble.’’ She was 
admitted to hospital with mixed accidental haemor- 
rhage in a shocked condition. The blood-pressure 
was then 130/85 mm. Hg. Pituitrin 0.5 ml. was 
given after delivery. Oliguria persisted for 7 days 
until death. Autopsy revealed patchy necrosis of 
the renal cortices, centrilobular degeneration in the 
liver, and necrosis of the anterior lobe of the 
pituitary gland. 

Case 4. This patient, aged 31 years, had had 
no previous illness. She had 2 previous full-time 
normal pregnancies with spontaneous deliveries. 
For 1 month before admission to hospital she had 
oedema of the lower extremities and there was 
albumin in the urine after admission. The blood- 
pressure had not been recorded. She 
admitted to hospital in a shocked condition about 
4 hours after the onset of external accidental 
haemorrhage. She did not receive a blood trans- 
fusion but recovered from the shock in about 3 
hours after a spontaneous delivery. No urine was 
obtained on the day of admission. 

On the 2nd day in hospital the blood- 
pressure was 142/86 mm. Hg, and the urinary 
output was 5 ounces. No urine was passed on the 
3rd or 4th days and 50 ml. of 50 per cent 


was 


CASE 


93 
dextrose was given intravenously on the 4th day. 
On the 5th day the patient was very pale and 
puffy and was having persistent vomiting. Eight 
ounces of urine were obtained and the injection of 
50 ml, of 50 per cent dextrose was repeated. On the 
6th day the patient was very drowsy but 13 ounces 
of urine were obtained on catheterization. The 
injection of dextrose was again repeated. On 
the morning of the 7th day the patient had 2 
(uraemic) convulsions and died soon after the 
second. The temperature remained normal 
sub-normal throughout except for a rise to 99.6°F. 
on the 3rd day. 

Autopsy was 
examination of the 
cortical necrosis with a band of leucocytic infiltra- 
tion in the subcapsular Most of the 
glomerular tufts were bloodless but those in the 
juxta-medullary region were full of blood. The 
intralobular and afferent renal arteries were necrotic 
and contained thrombi. The liver showed fine 
brown granules, irregular arrangement of the cell 
columns, and some vacuolation of the cells in the 
centrilobular regions. 


or 


and histological 
showed complete 


carried out 


kidneys 


area. 


Case 5. This patient was aged 33 years and had 
no previous illness of note. She had had 2 previous 
pregnancies which termimated in spontaneous 
deliveries at term and one pregnancy which ended 
in abortion. The patient was admitted to hospital 
in a state of profound shock with symptoms and 


Fluids 


Blood- 
pressure 


Emesis 
ounces 


Urine 
ounces 


Intake 


Days ounces 


140/90 


70/25 
90/40 


Ist 
znd 3u% 
3rd 
4th 
5th 
6th 
7th 
8th 
oth 
toth 


96 / 50 


100/45 


Temperature Clinical features 
97.0 Profound shock. Spontaneous delivery. 
Very toxic appearance. 
Unchanged. 
Rather brighter. 
Still fairly alert. 
Not so alert, More puffy. 
More toxic but st#ll conscious. 
Drowsy. 
Restless. 
Died in morning. 
Blood urea—302 mg. per cent 
Urine urea—o.3 g. per cent. 


101.6 
102.6 
97-6 
97-4 
97-4 
97-0 
98.2 
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signs of mixed accidental haemorrhage when she 
was © months pregnant. 
pre-eclamptic toxaemia during the pregnancy but 
the 
mm, Hg. 


There was no history of 


blood-pressure on admission was 140/90 
She was given a transfusion of com- 
patible blood and soon afterwards she had a spon- 
taneous delivery. There was a retroplacental clot 
which weighed 1% pounds. 

The duration of shock was estimated to be 12 
hours but, as will be seen from the following 
summary of the subsequent progress, the blood- 
remained low until death. On the 7th 


day the specimen of urine was examined and it 


pressur« 
was found to be full of leucocytes. There were 
also a few red blood cells and epithelial squames. 
In addition there were a number of degenerate cells, 
probably from the kidneys. No casts were found. 
After removal of the cells the urine showed a large 
amount of albumen. 


g. per cent, 


The urinary urea was 0.6 


On microscopical examination of the kidneys 
there was complete necrosis of the cortex with 
The 


arteries were 


of the intra- 
necrotic 


leucocytic infiltration. walls 


and afferent and 

the There 
was vacuolation, brown pigmentation and loosening 
of the cell columns in the centrilobular zones of the 
liver. 


lobular 


some of vessels contained thrombi. 


Case 6. This patient was aged 27 years and had 


had no previous illness. She had a previous spon- 


taneous delivery after a normal full-time preg 


nancy. She was admitted to hospital in a shocked 


condition with signs and of mixed 


symptoms 
accidental haemorrhage. There was no history of 
pre-eclampsia but the blood-pressure on admission 
was 140/90 mm. Hg. After artificial rupture of the 
membranes a 


foetus of about 25 weeks gestation 


was delivered spontaneously. Pituitrin 0.5 ml. and 


ergometrine 1 ml. were given after the delivery, 
The 


to be 7% 


and there was a retroplacental clot present 


duration of shock ’’’ was estimated 


hours ifter 


The patient vomited several times 
delivery 
notes were deficient 


Unfortunately the clinical 


but the patient apparently remained fairly well 
. on the 
On the 5th day in hospital the 
patient suddenly collapsed with slight right-sided 
facial paralysis 


except for a rise in temperature to 100.2°F 
day after delivery 


She recovered in about 1 hour, 


but a second attack occurred in 3%; hours and the 
patient did not regain consciousness and died in 9 
hours. During the day she was catheterized and no 
The blood urea was 373 mg. 
per cent. Autopsy was carried out and _histo- 
logically there was marked generalized cortical 
necrosis of the kidneys. The vessels were necrosed 
and thrombi were present in the lumina. The liver 
showed vacuolation of the cells in all zones but 
especially in the centrilobular regions. 


urine was obtained. 


CASE 7. 
28 years and she had had scarlet fever and appen- 


This patient was a primigravida aged 
dicitis. She had oedema for 4 weeks and diarrhoea 
for 1 week before admission to hospital with signs 
and symptoms of mixed accidental haemorrhage. 
She was not shocked on admission and the duration 
of shock before admission could not be determined. 
The 172/128 
mm. Hg. The membranes were ruptured artificially 
and after a labour lasting 45% hours a stillborn 
child was delivered spontaneously. Chloroform 4 
la reine was administered for the delivery. Ergo- 
metrine 1 ml, was administered after the delivery 
of the placenta which was hollowed out by a retro- 
placental clot weighing 6 ounces. 

The blood-pressure was 180/130 mm. Hg, the 
temperature was still normal, but only 10 ounces 
of urine were obtained on the day after delivery. 
On the 3rd day 14 ounces, and on the 4th day 13 
ounces of urine were obtained. On the 5th day 
the blood-pressure was 175/130 mm. Hg, and 8 
ounces of urine were obtained. There was anuria 
on the 6th day, and the patient died suddenly in 
the evening. On the 3rd day there was an elevation 
of temperature to 99.4°F. 
carried out. On _ histological 
examination of the kidneys most of the cortex was 
seen to be markedly necrotic but there were small 
areas of comparatively healthy kidney tissue. 
Some of the glomeruli were infarcted. There was 
necrosis of the walls of the tmtra- 
lobular afferent 
contained thrombi. The liver showed slight pig- 
mentation and dilatation of the sinusoids of the 
centrilobular zones. 


blood-pressure on admission was 


Autopsy was 


dilatation and 


and arteries, some of which 


Case 8. This patient was aged 40 years. She had 
no previous il!ness and had had 7 full-time preg- 
nancies and 2 pregnancies which terminated spon- 
taneously after 7 months gestation. 
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The patient had oedema, headaches and visual 
disturbances for 4 weeks before admission, She was 
admitted in a shocked condition with signs and 
symptoms of mixed accidental haemorrhage. A 
stillborn foetus was delivered spon- 
taneously after a labour lasting 1144 hours. There 
was a retroplacental clot weighing 9 ounces. Pitui- 
trin 0.5 ml. and ergometrine 1 ml. were adminis- 
tered after the placenta was delivered. There was 
in the patient’s 
The further progress is tabu- 


33-weeks 


an improvement condition 
following delivery. 


lated below. 


CASE 


Fluids 
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Urine Blood- 


pressure 
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cases had accidental haemorrhage and the 
other (Case 2) had a_ post-partum 
haemorrhage. All the cases of accidental 
haemorrhage appeared to be of toxaemic 
origin but some difficulty was experienced 
in making a definite diagnosis because of 
unsatisfactory ante-natal care. In 2 cases 
(Nos. 1 and 8), however, there were 
definite symptoms of pre-eclamptic 
toxaemia before the onset of accidental 
haemorrhage and in all cases, including 


8 


Temperature 
F. Clinical features 


210/120 


7¢ 3 
150/90 


130/100 
190 / 100 
210/120 


195 / 130 


On microscopical examination of the kidneys 
there was marked generalized cortical necrosis. 
There were areas of leucocytic infiltration in the 
subcapsular and juxta-medullary zones. The 
smaller vessels in the cortex were dilated and their 
walls were necrotic. There were thrombi in some 
There was slight congestion of the 
liver but apart from this no other 
change was detected. On the day of death the 
blood urea was 370 mg. per cent and the urine urea 


was 0.3 g. per cent. 


of the vessels. 
sinusoids 


Summary of Clinical Features. 
The ages of the patients 
from 37 to 41 years, the average 
being 35 years. There was one 
primigravida (Case 7) and the other 7 
patients were multiparae. Seven of the 


varied 


7.0 Admitted in state of shock. Spon- 
taneous delivery. 
Pale and somewhat collapsed. 
pints of blood given. 
No complaints. 


Two 


100 ml. 50 per cent dextrose, I.V. 

Delirious in 50 per 
glucose 100 ml. I.V. 

Looking and feeling but 
evening became drowsy and delirious 
and died. 


evening, cent 


better in 


Case 2, the blood-pressure was high even 
though the patients were in a state of 
collapse. All patients were collapsed and 
the duration of this state varied from 7 to 
12 hours and averaged 9 hours. 

The onset of oliguria was immediate in 6 
cases but in 2 cases (Nos. 2 and 6) it was 
delayed until 4 days after recovery from 
‘““shock.’’ In the series there was no case 
of complete anuria. The majority of 
patients (Nos. 2, 5, 7 and 8) had a period of 
oliguria followed by anuria; one patient 
(Case 4) had anuria followed by oliguria 
and another patient (Case 1) had oliguria 
only. In Case 3 the anuria was interrupted 
by periods of oliguria. It was not possible 
to determine from the records in Case 6 
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whether the anuria had been preceded or 

not by oliguria. 

There was no apparent relationship 
between the degree of urinary suppression 
and the amount of renal tissue destroyed 
by necrosis. The urine urea was estimated 
in only 3 of the cases (Cases I, 5 and 8) and 
it varied from 0.3 to 0.6 g. per 100 ml. The 
time of survival varied from 5 to 10 days, 
the average time being 6? days. 

There was a definite tendency for the 

blood-pressure to be relatively high even 
though the patients were shocked. On 
recovery from the state of collapse the 
pressure rose to hypertensive levels in 3 
instances (Cases 2, 7 and 8). In 3 other 
patients the records were incomplete, and 
of the remaining 2 the pressure remained 
normal in Case 1 and became subnormal in 
Case 5. The pulse rate was rapid during 
the stage of shock in all cases and remained 
so until death. During and immediately 
after the phase of shock the temperature 
was commonly subnormal but it returned 
to within normal limits in 24 hours. This 
was invariably followed by a rise in tem- 
perature to between 98.8 F. and 102.4 F., 
on the 2nd day (Cases 3, 5 and 6), 3rd 
day (Cases I, 2, 4 and 7), and on the 4th 
day (Case 8). The elevation of temperature 
lasted for 24 to 48 hours before falling to 
normal or below normal. It is interesting to 
note that in 3 cases (Nos. 4, 5 and 8) the 
elevation of temperature was followed by 
anuria. A typical temperature chart 
(Case 5) is shown in Table I. 

After recovery from the state of collapse 
all the patients, with one exception, 
remained alert for several days before the 
onset of drowsiness, which occurred 24 or 
j8 hours before death, and continued until 
the patient succumbed. In Case 1, how- 
ever, the patient was drowsy throughout. 
Suppression of urine was never complete 
in this case although the necrosis of the 
renal cortex was macroscopically complete. 


TABLE [. 


It is worthy of note that in this case there 
was an associated necrosis of the anterior 
lobe of the pituitary gland. 

Vomiting was recorded in 6 patients 
(Cases I, 2, 4, 5, 6 and 8) but details were 
incomplete except in 2 instances (Cases 5 
and 8). In both of these the emesis did not 
commence immediately but on the 2nd 
or 3rd day and continued until death. The 
average amounts of emesis in 24 hours were 
6 ounces (Case 5) and 5 ounces (Case 8). 

Oedema was present in the ante-natal 
period in 5 patients (Cases I, 4, §, 7 and 8). 
This oedema remained unchanged after 
the onset of oliguria in Cases 1, 7 and 8 and 
increased in Cases 4 and 5. This increase 
in oedema was noted on the 5th and 4th 
days respectively. 

Unfortunately none of these patients 
received any ante-natal care, and, there- 
fore, did not have any treatment before the 
onset of acute signs and symptoms. During 
the period of collapse anti-shock measures 
were employed. Blood transfusion was 


given in 4 instances (Cases I, 2, 5 and 8) 
during this stage and was followed by some 
improvement in the clinical condition. No 
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patient suffered untoward reaction such as 
a rigor following transfusion. In Cases I, 
5 and 8 the necrosis of the cortex was com- 
plete so that it would appear that blood 
transfusion did not influence the extent of 
the necrosis. High spinal anaesthesia was 
used in the treatment of the oliguria in Case 
r on the 5th day following recovery from 
shock, but although the urinary output was 
increased on the following day the patient 
died. Dextrose 50 per cent was 
administered in Cases 4 and 8 with some 
improvement in the urinary output in Case 
4 but none in Case 8. 


Summary of Pathological Features. 

Marked necrosis of the kidneys was 
present in all instances and involved the 
whole of the outer cortex in Cases I, 4, 5,6 
and 8 but was patchy in Cases 2, 3 and 7. 
There was degeneration of the cells of the 
centrilobular regions of the liver in all 
instances except in Case 2 in which there 
was widespread necrosis of the liver. In 
Cases I, 2 and 3 there was an associated 
necrosis of the anterior lobe of the pituitary 
gland. The only other lesion found post- 
mortem was oedema of the bases of the 
lungs in Cases 3, 6 and 8. 


DISCUSSION 

In 1941 Duff and More reviewed 71 cases 
of renal cortical necrosis, 48 of which were 
associated with pregnancy. Since then 15 
cases have been recorded, 12 of which were 
associated with pregnancy (Bruno, 1942; 
Wells and Puumala, 1944; Hertig, 1946; 
Pritzker and Rose, 1945; Sheldon and 
Hertig (2 cases) 1942; Tomlinson, 1945; 
Hugin (2 cases), 1946; Doniach and 
Walker, 1946; O'Sullivan and Spitzer, 
1946; and Grasby, 1947). Of the 3 cases 
not associated with pregnancy, I was 
associated with a perforated gastric ulcer 
(Godwin and McCall, 1941), I with burns 
(Brown and Crane, 1943) and the third 
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occurred in a girl of 84 years with influenza 
(Akerran, 1947). The case of Dingle (1943) 
is not included as the microscopic 
examination showed subacute nephritis and 
there is no mention of histological evidence 
of necrosis. 

In considering Duff and More’s review 
it was noted that only 18 out of 48 pregnant 
women were considered to have had pre- 
eclamptic toxaemia or eclampsia. On 
examining the histories and clinical find- 
ings of these 48 patients and the other 12 
cases reported in pregnancy since then, 
however, there is evidence that the 
majority had signs and symptoms of pre- 
eclampsia. As most of the cases had 
insufficient ante-natal care, it is only in a 
few cases that pre-eclampsia can be 
definitely excluded. 

From these records it was not found 
possible to decide whether or not shock had 
occurred in all cases. A case of Hirst’s 
(1926) quoted by Duff and More was not 
considered to be one of renal cortical 
necrosis as the pathological description was 
inadequate. 

Pre-eclamptic toxaemia could be 
excluded in only 6 of the total of 59 
patients. Of these 6 patients, 3 were cases 
of septic abortion (zu Jeddeloh, 1932; and 
Torrens, I91I), I case of septicaemia 
(Rolleston, 1913), I case of severe 
pyelonephritis (Tomlinson, 1945), and 
another case of abortion in which 2 ml. 
pituitrin were administered while the 
patient was in a state of shock (Hertig, 
1946). It was also considered that pre- 
eclampsia could not be excluded in any of 
the cases in the present series. 

It is therefore suggested that the stimuli 
conducive to renal cortical necrosis in 
pregnancy are pre-eclamptic toxaemia or 
sepsis, associated in most cases with shock. 
Experimentally it would appear that a 
phase of vasoconstriction is characteristic 
of the initial stages of the shock syndrome 
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and it is possible that the administration of 
posterior pituitary extract will enhance this 
vasospasm and lead to renal necrosis. 
Several workers (Trueta et al., 1947; 
Penner and Bernheim, 1940; Wakin et al., 
1942) were able to produce bilateral renal 
cortical necrosis in animals with adrenaline 
or posterior pituitary extract. In cases 
of shock the administration of 
posterior pituitary extract appears to 
be responsible for necrosis of the liver 
(Govan and MacGillivray, 1950), and it is 
possible that this same combination may 
produce necrosis in the kidneys. 

It will be noted that all cases in the 
present series had oliguria and that anuria 
was only of a temporary and intermittent 
nature. The diagnosis, therefore, becomes 
one of considerable difficulty since many 
patients suffering from shock have a period 
of oliguria before final recovery. In 
addition there are a number of patients who 
suffer from renal insufficiency and who may 
succumb as a result, and in whom the 
clinical picture is similar to that commonly 
attributed to bilateral cortical necrosis. 

The clinical picture of renal cortical 
necrosis described by Duff and More (1941) 
is similar to that occurring in fatal cases 
with ‘“‘lower nephron nephrosis’’ as 
described in association with crushing 
injury (Bywaters and Dible, 1942; and 
Bywaters and Beall, 1941), with non-crush- 
ing injury (Darmady et al., 1944; 
Maegraith and Findlay, 1944; and 
Parsons, 1945), with burns (Goodpastor ef 
al., 1946; Lund et al., 1946), with incom- 
patible blood transfusion (De Gowin, 
Warner and Randall, 1938), and with 
utero-placental damage (Paxson, Golub 
and Hunter, 1946; and Young, 1942). It 
also resembles the clinical features of 4 
cases of severe oliguria due to abortion and 
followed by recovery, described by 
Humphrey and Jones (1947). These cases 
had oliguria persisting for 6, 10, 13 and 14 
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days after admission. During this time their 
blood urea rose to 365, 550, 400 and 304 
mg. per 100 ml. respectively. They were 
extremely ill with troublesome vomiting, 
but remained mentally clear. After a 
spontaneous diuresis, the clinical and 
biochemical picture rapidly improved, 
with complete recovery. In these circum- 
stances it is impossible to give a prognosis 
in any particular case of oliguria or to 
differentiate a case of true cortical necrosis 
from one of “‘ lower nephron nephrosis ’’. 
This is of considerable importance in view 
of the success claimed in the treatment of 
‘“‘lower nephron nephrosis’’ by modern 
methods. There have been several cases of 
renal cortical necrosis reported in which 
recovery is said to have occurred (Gibberd, 
1936; Crook, 1927; O’Sullivan and 


Spitzer, 1946; Scriver and Oertel, 1930; 
Dieckmann, 1942; Madding, Binger and 
Hunt, 1940; Dingle, 1943; and Adam, 
1945). The only case in which there was 
some justification for the diagnosis was that 


of Crook who took a biopsy of the kidney 
while performing decapsulation and found 
some evidence of slight necrosis in the 
glomeruli and necrosis of the tubules. In 
all the other cases the diagnosis was made 
on purely clinical grounds, and although 
the renal lesion in these cases may have 
been cortical necrosis, the urinary suppres- 
sion might well have been due to ‘‘ lower 
nephron nephrosis ”’ 

In a survey which included the study of 
all types of renal insufficiency in pregnancy 
we have found that, in addition to the 
clinical picture of cortical necrosis 
commonly described, there is one feature 
which appears to be constant and is a 
reliable guide to the diagnosis. This feature 
is the definite rise in temperature which 
generally occurs on the second or third day 
following the onset of the collapsed state. 
It is known that thrombosis may be 
associated with an elevation of temperature 
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and it is possible that the rise which 
occurred in these cases was due to the 
thrombosis in the renal vessels, and this 
was an invariable feature of the pathology 
of these cases. 

In 8 cases of ‘lower nephron 
nephrosis ’’ occurring in obstetric practice 
studied by the writer, there was only I case 
in which this typical temperature rise 
occurred. It is of interest to note that in this 
exceptional case there was thrombosis of 
some of the cortical renal arterioles, 
although this thrombosis was not sufficient 
_ to produce cortical necrosis. The elevation 
in temperature is considered to be a fairly 
reliable guide to the differential diagnosis 
between ‘‘ lower nephron nephrosis ’’ and 
renal cortical necrosis. 

There appears to be no relationship 
between the urinary output and the extent 
of the necrosis. Increase in the urinary out- 
put is indicative of improvement in the 
clinical condition only if it returns to within 
normal limits. It would appear that any 
successful form of treatment would have to 
be applied during or soon after the stage of 
collapse, especially in cases where the 
major part of the cortex is involved by 
necrosis. 


SUMMARY 

The clinical features and pathological 
findings in 8 cases of bilateral renal cortical 
necrosis are described. 

A rise in temperature, generally about 
the 3rd day of oliguria, has been noted. 
This is considered to be of assistance in 
differentiating cases of cortical necrosis 
from other types of renal lesion giving rise 
to acute trinary suppression. 

Within limits there is no relationship 
between the degree of oliguria and the 
extent of the necrosis. 

Blood transfusion does not appear to 
limit the extent of necrosis. 

Anuria may be temporary and inter- 
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mittent in cases of renal cortical necrosis. 

The literature-on renal cortical necrosis 
in association with pregnancy has been 
considered. This lesion appears to occur 
most commonly in patients suffering from 
pre-eclamptic toxaemia who have become 
shocked. In a few cases it follows upon 
gross sepsis with or without shock. 

There may be some relationship between 
the administration of posterior pituitary 
extract and the occurrence of renal cortical 
necrosis. 


The writer wishes to express his thanks 
to Professor R. A. Lennie and to Dr. 
A. D. T. Govan for their encouragement 
and assistance. 
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Obituary 


GEORGE GRAY WARD 


M.D., F.A.C.S., Hon. F.R.C.0.G. 


Died 21st December, 1950 


Tue death ot George Gray Ward will be 
sorrowful news to his many friends and 
admirers in this country, and by his passing 
a great international figure is removed from 
obstetrics and gynaecology. 

He was born in London in 1868 but in 
1869 his father, who was engaged in laying 
the first French transatlantic cable from the 
cable-ship ‘‘ Great Eastern ’’ (at that time 
by far the largest vessel afloat), brought 
his family, in that ship, to live at St. Pierre 
and Miquelon, in Newfoundland, and there 
they stayed for four years, not returning 
to London till 1873. The next year, how- 
ever, his father, having been appointed 
Superintendent of the Direct United States 
Cable Company, to which service he de- 
voted the rest of his life, settled with his 
family in New York—George actually first 
setting foot on American territory at Rye 
Beach, New Hampshire. 

He was educated at the Brooklyn Col- 
legiate Polytechnic Institute and at the 
Holbrook Military Academy at Briarcliffe, 
New York, and on leaving school spent 
some time on a ship of the Cable Company 
which was trying to pick upa broken cable 
in the Atlantic, in the course of which 
cruise he again visited England. 

On his return he entered as a Medical 
Student at Long Island Hospital and 
graduated from there in r8g1. After a 


period of internship at his mother-hospital 
he did postgraduate work for a couple of 
years in Berlin and also in London and 
Paris, and returning to New York in 1894 
started practice as a gynaecologist and 
obstetrician. 

His exceptional abilities were soon 
recognized, and in 1895 he became at- 
tached to the Postgraduate Medical School 
and Hospital in a teaching capacity, and 
was elected its Professor of Diseases of 
Women in 1905, and Emeritus Professor 
in 1922. 

In 1916 he became Professor of Obstet- 
rics and Gynaecology to Cornell University 
Medical School and after 1934 Emeritus 
Professor. In 1918 he was elected Chiet 
Surgeon to the Women’s Hospital, New 
York, and during his tenure of this office 
he reorganized the whole institution, 
creating Record and Follow-up depart- 
ments, and a yearly audit, by professional 
statisticians, of the results of each 12 
months work. 

He was also Protesso; ot Clinical Obstet- 
rics and Gynaecology at Columbia 
University and for some years Attending 
Gynaecologist to Bellevue Hospital, and 
besides these posts was consultant to 
several lesser institutions. 

In his younger days he saw service with 
the American armed forces, being Surgeon 
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(Captain to the 17th Regiment trom 1895 to 
1898, and its Surgeon Major from 1898 to 
1g02, while during the Spanish-American 
War he was Surgeon Major to the rath 
Regiment of New York Infantry Volun- 
teers and he was a Member of the Military 
Order of Foreign Wars, and the Military 
Order of the Spanish-American War. 

He was the author of over 100 mono- 
vraphs dealing with various aspects of his 
specialty, of which the most outstanding 
were those concerned with vaginal opera- 
tive technique and the radiological treat- 
ment of carcinoma of the cervix, in the last 
of which he had international authority, 
and besides these he contributed to a 
number of well-known textbooks. 

He was a Fellow and ex-President of the 
American Gynecological Society and the 
New York Obstetrical Society and had 
been President of the New York County 
Medical Society, the Hospital Graduates 
Club and the American Gynecological 
Club, and he was a Fellow, and one of the 
Founders, of the American -College ot 
Surgeons. Only last year he had bestowed 
on him the Alumni Medallion by the Long 
Island Medicine, tor dis- 


College of 
tinguished service to American medicine, 


an honour which him 
pleasure 

Various toreign distinctions were con- 
ferred on him, amongst which he was 
proudest, | think, of the Honorary Fellow- 
ship of the Royal College of Obstetricians 
and Gynaecologists. 

The bare record of a long professional 
lite, well and fully lived, is impressive, but 


gave peculiar 


tails to picture the man. To do that | must 
recall his kindness of heart, his tolerance, 
his keen sense of humour, his understand- 
ing and his courtesy, qualities which 
endeared him to a multitude of friends. 
Tall, well built, and always perfectly 
dressed, his appearance was outstanding : 
he was, in fact, the very beau ideal of an 
American gentleman, than whom a 
gentleman more engaging does not exist. 

His wife Edith (née Wigham), whom he 
married in 1898, matched him in kindness 
and gay hospitality, and a stay at their 
country house, at Rumson, near New 
York, was a joyous experience. 

He travelled extensively in Europe and, 
indeed, was twice held up in this country 
by the exigencies of war: in August IgI4 
when he was attending a big Congress in 
London, and again in 1939 when he was 
grouse-shooting in Scotland. I specially 
remember the day when I motored him 
over to see Blair Bell at his house in 
Shropshire. Miles Philips was there too, 
and what a merry time we had. George 
and B.B. (‘‘off duty’’) made a great 
couple; I have a snap of them standing on 
the lawn together. 

Time is inexorable and the curtain has 
fallen on George Gray Ward, but the part 
he played before it fell will live on. He 
had filled a long life with great achievement 
and great happiness and secure in the 
affectionate remembrance of his friends, 
he died, as he would have wished, 
suddenly, and still in harness. Nothing is 
here for tears. 

VictoR BONNEY 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


A meeting of the Council was held recently in the College House with 
the President, Professor Hilda Lloyd, in the Chair. 

Mr. Geoffrey Keynes, M.D., F.R.C.S., and Dr. R. J. Minnitt, M.D., 
Ch.B., F.F.A., were formally admitted to the Fellowship of the College. 

The President was appointed to represent the College at the 5th Centenary 
Celebrations of Glasgow University. 

Leverhulme Scholarships were awarded to: Mr. L. W. Cox, M.B., 


F.R.C.S., M.R.C.0O.G., Mr. J. C. McClure Browne, M.B., BS., 
M.R.C.O.G., and Mr. D.C. A. Bevis, M.B., Ch.B., M.R.C.O.G. 


The following candidates from Australia and New Zealand were elected 
to the Membership: 


Lois Ellen Benson. Alwyn Rivett Long. 

Alfred Dudley Byrhe. Roderick Hector Macdonald. 
Michael Connaughton. Ella Annie Noble Macknight. 
Eric William Duncan. Lewswyn Oswyn Sheridan Poidevin. 
James Martindale Farrar. Noel Hunter West Saxby. 
Felix Giovanni Favaloro. John Russell Sherwin. © 
Ross Clifton Gordon, William Lister Sloss. 

Alan Mostyn Bradford Grant. Kevin Faulkner Tarlinton, 
George Herbert Green. Harold Roberts Thomson. 
William Raymond Dudley Griffiths. Helen Elizabeth Thomson. 
Alan Lacey Hellestrand. Travis Wilhelm Vorrath. 
Roy Eldridge Hemsley. Marjorie Ruth Walker. 
Thomas Desmond Hollywood. Alice Wheildon. 


William Geoffrey Jasper. 


The following candidates from New Zealand were awarded the Diploma 
in Obstetrics : 


Timothy John Buckley. Graham Collingwood Liggins. 
Robert Renton Grigor. Diana Montgomery. 
Robert Graham Gudex. Robert Algar Warren. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


A meeting of the Council was held in the College House on Saturday, 
27th January, 1951, with the President, Professor Hilda Lloyd, in the Chair. 


Sir Eardley Holland, LL.D., M.D., F.R.C.P., F.R.C.S., M.M.S.A.(Hon.), 
F.R.C.O.G., was invited to give the William Meredith Fletcher Shaw Memorial Lecture 
for 1951. 


Mr. Geoffrey L. Keynes, M.D., F.R.C.S., F.R.C.O.G., and Professor H. L. Sheehan, 
M.D., F.R.C.P., F.R.C.O.G., were invited to give the William Blair Bell Memorial 
Lectures tor 1951. 


Dr. Paul Titus was invited to give the John Shields Fairbairn Memorial Lecture for 


1951. 


Dr. David Shaw, M.B., Ch. B., M.R.C.O.G., was appointed a delegate to the Health 
Congress, The Royal Sanitary Institute, to be held at Southport, in April 1951. 


The following candidates were elected to the Membership : 


Nicholas Alders 

Edward Anthony John Alment 
farun Kanti Banerjee 

Alan Victor Greenwood Bibby 
Donald Finlayson Bruce 

Mario Caturani 

Frederick Niven Charnock 
francis James Cockersole 

Amy Dhunjibhoy Engineer 
John Burns Farquhar 

Winifred Fernandes 

Frederick George Grant 
Ahmed Adley Hammouda 
Mary Angell Hewett 

John Richard Edwin James 
Gordon Trevor Johnson 
Jeffery Carveth Spry Leverton 
George Archibald Lewis 
Dorothy Mildred Katherine Mann 
Doreen Marjory Martin 


Richard Hartley Martin 
James Israel Miller 

John Campbell Miller 
Andrew Crawford Muir 
Archibald Gordon Murray 
Pushpa Nirula 

Robert Bernard Parker 
Matthew Lindsay Paterson 
Betty Jean Poland 

John Percival Campbell Purdon 
Hellen Lind Reith 
Dorothy Mary Ridout 
Joan Marcia Robinson 
Margaret Beryl Shaw 
David William Shields 
Elsie Margaret Sibthorpe 
Agnes Macfarlane Stark 
John Kendal Wilson 
Oscar Zammit 


The following candidates have been awarded the Diploma in Obstetrics: 


Donald Burrell lole L’Estrange Kilburn De Lingen Robert West Fynn 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


OCTOBER 1950 


Ata meeting of the North of England Obstetrical 
and Gynaecological Society, in conjunction with the 
Birmingham and Midland Obstetrical and Gynae- 
cological Society, held in Nottingham on Friday, 
13th October, 1950, Professor Hilda Lloyd was in 
the chair. 


Mr. Percy Malpas discussed 
THE PROBLEM OF Post-MATURITY 


He pointed out that the subject was one of the 
topics discussed at the recent Liverpool meeting oi 
the British Medical Association and mentioned that 
Hamilton of Liverpool and Mills of Birmingham 
had pointed out that the dangers of post-maturity 
are more generally recognized than they were 10 or 
I5 years ago. 

His concern was not so much with the clinical 
diagnosis and management of post-maturity as with 
the implications which arise from consideration of 
the 2 conditions which commonly determine post- 
maturity : foetal anencephaly and maternal obesity. 
There was, of course, no link between these 2 
conditions other than the property they had in 
common of being associated with post-maturity. 
The incidence of post-maturity where the child is 
an anencephalic is high if there is no coincidence of 
hydramnivs. 

In 1933 Malpas showed that in 44 cases of anen- 
cephaly post-maturity occurred in 9 instances. The 
most striking case was one which lasted 374 days 
and in which an X-ray of the child, taken just 
before delivery, showed a_ well-ossified lower 
femoral epiphysis and even an epiphysis of the 
upper end of the femur. 

Nowadays, because anencephaly is diagnosed 
more readily, and it has become the practice to 
terminate these pregnancies at once by a rupture 
of the membranes, the post-mature cases are less 
commonly seen, but during the last 2 years he had 


encountered 2 cases in which pregnancy was pro- 
longed for 61 and 32 days respectively beyond the 
expected date of delivery. In both cases post- 
maturity was established beyond doubt and it had 
been necessary to start off labour by rupture of the 
membranes. It may very well be asked what is the 
bearing of the post-maturity of anencephalics on 
post-maturity occurring in normal pregnancies, and 
to this question the answer must be given that 
anencephaly sheds no light on the causes of post- 
maturity, but that it does illumine 2 closely related 
problems: the cause of the onset of labour and foetal 
risks of post-maturity. 

It is becoming recognized more and more that 
one of the features of late intra-uterine life is an 
oxygen lack, a relative anoxaemia and Barcroft’s 
work on this subject is well-known. More recently 
Flexner has corroborated Barcroft’s findings using 
human Caesarean material. The lesson to be 
learned from the considerations of the post- 
maturity of anencephalics is that the relative 
anoxaemia does not affect all the tissues of the 
foetus, otherwise the post-mature anencephalic 
would not attain the massive size that it does. The 
anoxaemia has a differential effect; it is the foetal 
brain that suffers, and that is why the anencephalic 
foetus can continue intra-uterine growth until its 
very bulk forces the issue. The implications are 
clear. In a normal pregnancy at term the foetal 
brain has arrived at a stage of development at which 
the child is ready to change the state of relative 
uterine quiescence for the far less inhibited exist- 
ence of the newborn. Birth, ina sense, is a change 
from the state of cerebral inhibition to one of 
uninhibition. When this stage of cerebral develop- 
ment is arrived at the foetal blood can no longer 
supply the oxygen needed by the brain and 
because of this labour is initiated. In other words 
the initial cause of the onset of labour is foetal. 
The word initiated was used advisedly because 
labour begins as a result of what might be termed 
the chain reaction; the chain of events in which, 
of course, the expulsive mechanisms of the uterus 
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have an important part 
is normally set in motion by the foetal brain and 


The sequence of reactions 


this initial cause is deficient in the case of anen- 


cephaly 
If this view be accepted then there is no need 
to seek far for an explanation of the liability of post- 


mature infants to sudden intra-uterine death. 


mishap of post-maturity, sever 


The other 
dystocia, may be partly due to the same cause for, 


though in the case of dystocia the increased bulk 
of the foetus isan important factor, suc h in increase 
in bulk may be secondary to oedema resulting from 
inoxaemia and not to any real growth of the ¢ hild. 
It is a common expertence to deliver a post-mature 
child which seems very large indeed and then to 
find its weight much less than was expected. It is, 
of course, the volume of the foetus and not its 
weight that determines dystocia. Touching for a 
moment on the clinical problem of management 
statistics are of little guidance, all they can do is to 
establish and define the existence of the problem. 
It is of no help to know that in a certain proportion 
of cases an accident will arise as each case must be 
dealt with individually. The only guide is to 
recognize that with each successive day past term 
the foetal environment deteriorates. Fortunately 
the curve of the risk rises asymptetically so that 
a few days of grace are still permissible to allow for 
minor errors in dates and the exigencies of practice; 
on the other hand an intra-uterine death gives no 
warning of its advent and serious consideration 
the 


immediately term is reached. 


must be given to propriety of induction 
Even the occasional 
error will only result in a slightly premature but 
viable child. 

The other cause of post-maturity which must be 
mentioned is maternal obesity. This may be called 
a dystrophy syndrome but the objection to the use 
of a term like this is that accurate knowledge is 
mnplied, whereas, in fact, we do not possess it. 
It is better not to use any term which means more 


than the evidence warrants. As regards the role 


of obesity in determining post-maturity, little or | 


nothing is known. One could speculate along the 


following lines The onset of labour is a chain 
reaction initiated by the foetal brain m response to 
inoxaemia. The end hnk in the chain is a release 
of nervous inhibition which lets loose the contrac 
tions of the uterus itself. 


that 


It is in this end phase 
the obstetrician steps in when he induces 
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labour by some mechanical interference. Mediating 
between the initial and final phases in the chain 
comes the maternal autonomic nervous system and 
a possible explanation of the role of obesity in 
determining post-maturity is that maternal hypo- 


thalamus is this important intermediate link 


Mr. H.C. McLaren then read a paper on 
THE INVOLUTING CERVIX 


One hundred cases with cervical erosions and 100 
post-natal controls were studied with a view to 
finding out if cervical erosion gives rise to any 
symptoms. Cytological specimens were taken from 
the endocervix and vagina and punch biopsies were 
taken from the squamo-columnar junction of cases 
of erosions and controls. The following conclusions 
would seem to be justified. Symptoms of backache 
and leucorrhoea are seldom due to cervical erosions. 
Cervical erosions and controls are associated with a 
similar incidence of symptoms and produce similar 
types of cervical secretion. Squamo-columnar 
biopsies are strikingly similar, both showing cellular 
involution effects and, in two-thirds of the cases, 
surface inflammatory changes. 

A large proportion of erosions heal spontaneously 
and most of the symptoms present at 6 weeks 
disappear with treatment. It was therefore sug- 
gested that no treatment should be undertaken for 
postnatal erosions until a period of 5 months had 
elapsed. 

Discussion. Dr. R. Newton, of Manchester, said 
that in his opinion erosion was never responsible 
for urinary symptoms and he thought that back- 
ache was never caused by an erosion. He hazarded 
that the use of a speculum in the postnatal clinic 
should be forbidden. 


Mrs. A. E. Marrow, of Nottingham, presented 
A CASE OF VOLVULVUS OF THE CAECUM 
COMPLICATING LABOUR 

This patient was a primigravida aged 20, due on 
zznd August. She had an uneventful pregnancy 
until the morning of 6th August when she developed 
generalized abdominal pain with some vomiting, 
and had 2 normal stools. She remained under the 
care of her midwife at home until 10 p.m. when, 
after being seen by her doctor, she was sent to 
the 
her 


Her general condition was good, 
140; 
blood-pressure was 100/80 and the vertex presented 


hospital. 
temperature was 99.2 and the pulse 
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as a left occipito-anterior with the head engaged in 
the pelvis. The membranes were intact and the 
os 2 fingers dilated. Morphia was administered 
and labour progressed normally until 10 hours later 
when she was delivered of a stillborn infant. The 
foetal heart sounds had been heard until a few 
minutes before the actual delivery. 

The third stage of labour was normal but after 
this was over there was considerable tenderness in 
the right groin and Mrs. Marrow pointed out that 
the case she was presenting demonstrated once 
more the difficulty in diagnosing the acute abdo- 
minal catastrophe during labour. 

As a definite mass had developed laparotomy was 
carried out. The location of the tenderness, later 
the mass, suggested very strongly that the rela- 
tively common torsion of an ovarian Cyst or per- 
foration of appendix had occurred, especially as 
there was no further vomiting and the patient had 
had 2 bowel actions after the onset of symptoms. 
This is probably explained by the fact that obstruc- 
tion would not be complete until the gangrene 
developed, as there would be some passage between 
the ascending colon and ileum. 

Mrs. described another case of 
volvulus occurring in pregnancy which she had 
encountered 18 months previously. This second 
patient, a primigravida of 32, when 26 weeks preg- 
nant, had a very sudden onset of extreme pain 
followed immediately by vomiting and dysuria. On 
this occasion the admitting officer had felt a mass 
in the right hypochondrium but when she was 
examined later only rigidity and tenderness could 
The pulse rate was normal. In spite 
of this laparotomy was carried out and a foot of 


Marrow also 


be elicited. 


gangrenous small bowel, which had undergone 
volvulus at the site of a fine band of adhesions, was 
resected. The patient made an uneventful re- 
covery. 

Mrs. Marrow also described a third case, this time 
of a primigravida almost at term who was ad- 
mitted to hospital with persistent upper abdominal 
pain, vomiting and constipation. In this case the 
pulse rate was 110 and the trouble had persisted 
for 2 days. There was no definite tenderness and 
no rigidity, so that it was decided to pass a Ryle’s 
tube and After 
inauguration of this treatment the patient started 
in labour and there was a very good result from an 
She was normally delivered but 4 hours 


administer intravenous saline. 


enema, 
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later the tenderness was more marked, the abdo- 
men was distended, the temperature rose to 102 
and the pulse 140. She was put on penicillin, but 
after a further 4 hours the pulse had risen to 160, 
the distension had increased and there was a 
definite tender cystic mass to the right of the mid- 
line. A diagnosis of either perforated appendix or 
twisted ovarian cyst was made and laparotomy was 
carried out. When the abdomen was opened the 
whole caecum was found to be gangrenous, the 
result of volvulus which was caused by adhesions 
of the caecum to an old T.B. gland. The caecum 
was excised with closure of the transverse colon and 
ileum, and side to side anastomosis between the 
transverse colon and #leum was carried out. Con- 
valescence was complicated by a basal pneumonia, 
but apart from that the patient did well. 

Mr. J. B. Cochrane described the method of 
collecting and storing breast milk in the Birming- 
ham region. 


Mr. P. C. Barkla, of Nottingham, described 
A CASE OF UNUSUAL POSTURE OF FOETUS 

A woman aged 43, pregnant for the third time, 
had a persistent malpresentation throughout the 
last 2 months. At the 34th week the child 
presented as a breech but could be easily turned 
to a vertex. At the 36th to 37th weeks it lay in 
the transverse position with the head to the left 
but again a touch of the hand could turn it into a 
longitudinal lie. An X-ray picture, taken 6 days 
after this, showed it to be presenting as a brow 
with extreme hypertension of the spine. No 
definite foetal abnormality could be detected but 
the radiologist was of the opinion that one might 
be present because of the very unusual curvature 
of the spine. When the woman was 38 weeks preg- 
nant another X-ray was taken and this film showed 
a normal vertex presentation in the right occipito 
anterior position, with the spine flexed. There 
was no evidence of foetal abnormality. For a 
variety of reasons it was decided to deliver her 
by Caesarean section. The child weighed 7 pounds 
at birth; it was a Mongol and of all the stigmata 
present by far the most arresting was the high 
degree of muscular atony, 

Mr. Barkla pointed out that had he had eyes to 
see he could have suspected such a condition. The 
story was one of repeated malpresentations, easy 
conversion from one position to another, abnormal 
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attitude of the foetus, and all this pointed to a lack 
of stability. 

He suggested that where bizarre and extraordin- 
ary positions of the foetus occur a suspicion ot 
Mongolism should be entertained. 


Discussion. Dr. T. Redman of Manchester said 
that he had encountered 3 cases of so-called 
‘* flying foetus.’’ Two of these had subsequently 
delivered themselves normally, one had been asso- 
ciated with a uterine abnormality. 

Mr. Bryan Williams pointed out that in his 
experience these cases of curious lies of the foetus 
were more often associated with hypertonus than 
with hypotonus. 


Mr, Agar described 
A CASE OF STaB WOUND OF THE ABDOMEN 

The patient, aged 28, was admitted to hospital 
about 20 hours after the injury had been sustained. 
The history was that, on 19th February, 1950, her 
husband threw a bread knife at her and this pene- 
trated her clothing and caused a skin wound. Her 
own doctor was sent for and he inserted a suture 
in the skin incision. During the night she com- 
plained of increasing pain and vomited several 
times. She was seen by her own doctor again the 
following morning and afternoon and, as her con- 
dition had deteriorated, was sent into hospital. 
There it was discovered that she was an 8th gravida 
and that her confinement was expected on 28th 
April, 1959, that is, in about 9 weeks from the time 
of the injury. She complained of generalized 
abdominal pain, was very pale, and had a moist 
clammy skin. The pulse rate was 110 and the 
blood-pressure 110/70. The abdomen was tender 
and tense and the fundus of the uterus was difficult 
to locate accurately but it gave the impression 
that she was about 34 weeks pregnant. There was 
no particular rigidity and no bowel sounds could 


be heard. The sutured incision, about 1 inch 
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long, in the upper leit quadrant of the abdomen 
was present and some fresh bleeding was occur- 
ring from it. The foetal heart sound could not be 
heard and it was decided that some intraperitoneal 
injury had been sustained and immediate opera- 
tion was decided upon. 

An intravenous blood drip was started and she 
was anaesthetized: a left paramedian incision was 
made over the upper and centre abdomen. There 
was considerable bruising of the abdominal wall, 
and on opening the peritoneum a considerable 
amount of blood clot was found adherent to the 
surface of the uterus, and also free in the peritoneal 
cavity. This was removed and an incision 1 inch 
long was found in the uterine wall. It was bleed- 
ing, the peritoneal cavity was cleared of blood 
and the gut carefully inspected but no injury could 
be discovered. The uterine wall was incised and 
a classical type of Caesarean section was performed. 
The amniotic cavity was found to contain a large 
amount of blood-stained liquor, the baby was com- 
pletely exsanguinated and was stillborn. The small 
uterine incision was sutured and the section incision 
repaired. During the operation 3 pints of blood 
were given. 

Mr. Agar showed the specimen and it was seen 
that one of the vessels beside the origin of the cord 
had been incised and this had been the cause of 
the intra-uterine death. 

The police did take action but no conviction 
followed. There was no charge made in respect of 
the baby but only on the grounds of wounding the 
mother, 


Mr: L. M. Park, then described 
An ELUSIVE ABDOMINAL TUMOUR 


This lump had been a large size on several 
occasions, and then had baffled subsequent ex- 
aminers by not being palpable at all. It was an 
ovarian cyst which had burst into the peritoneal 
cavity from time to time. 
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HOSPITAL REPORTS 


ANNUAL REPORT (1949) OF THE 
MATERNITY UNIT, SOUTHERN GENERAL 
HOSPITAL, GLASGOW 


This is the first annual report published from the 
Maternity Unit of the Southern General Hospital, 
Glasgow. The format follows very closely that 
recommended by the Royal College of Obstetricians 
and Gynaecologists. 

The number of beds in the unit is not stated, 
but the report is based on 1,600 patients, dis- 
charged delivered during the year. Of these rather 
more than half were non-booked cases. There were 
6 maternal deaths (1 booked, 5 non-booked) giving 
a mortality-rate of 0.38 per cent. Two deaths 
occurred from accidental haemorrhage, 1 from 
pernicious vomiting of late pregnancy which had 
passed beyond the stage of vomiting by the time 
the patient was admitted, 1 (booked) from acute 
yellow atrophy of the liver, and 1 from conges- 
tive heart failure; in the remaining fatality rupture 
of the uterus was the fundamental cause of death 
although air embolism resulting from blood trans- 
fusion may have been a factor. 

There were 8 cases in which labour followed 
previous Caesarean section (2 lower segment and 
6 classical). Spontaneous delivery occurred in 
7 of these but the scar of 1 previous classical 
operation (done for prolapsed cord) ruptured 
throughout its entire length; for this Caesarean 
(sub-total) hysterectomy was performed; the 
mother lived but the child was stillborn. 

Postpartum haemorrhage occurred 14 times (or 
0.9 per cent) of all the cases delivered. None of 
these patients died although the haemorrhage 
necessitated blood transfusion in each case. In 38 
cases (2.4 per cent) the placenta was removed 
manually without a death. The compilers consider 
that the frequent recourse to manual removal of 
the placenta has contributed to the low incidence 
of postpartum haemorrhage. 

The hospital is to be congratulated on the first 
report of its maternity unit. 

ANTHONY W. PuRDIE 
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LIVERPOOL MATERNITY HOSPITAL, 
REGISTRAR’S REPORT FOR THE YEAR 
ENDED 31st DECEMBER, 1948 


The hospital, with its post-natal annexe, con- 
tains 125 beds. This report is based on 2,96c 
admissions, among which there were 2,531 de- 
liveries, resulting in the birth of 2,572 infants. 
There were 3 maternal deaths (0.12 per cent) and 
86 stillbirths (3.3 per cent of total births); there 
are said to have been 41 neonatal deaths (1.6 per 
cent of live births), but single case data of 46 neo- 
natal deaths are given. A short report of 1,250 
cases attended in their own homes is included; 
there were no maternal deaths among these, while 
27 (2.39 per cent) babies died or were stillborn. 

Of the 3 maternal deaths the first, due to mitral 
stenosis and congestive heart failure, appears to 
have been unavoidable, The second due to paralytic 
ileus following Caesarean section for disproportion, 
performed on a healthy woman who had _ been 
only 4 hours in labour, emphasizes that there is a 
mortality from Caesarean section. This was the 
only death, however, among 387 cases of Caesarean 
section (0.26 per cent mortality). The third death 
occurred in an emergency admission. Forceps 
was applied in a primigravida for maternal dis- 
tress, manifesting itself by breathlessness and by 
a sudden increase in pulse-rate from 84 to 140 per 
minute. A difficult delivery resulted in a stillbirth 
(9 pounds 14 ounces) and the patient died shortly 
after expression of the placenta with only slight 
blood loss. Autopsy revealed mitral stenosis with 
endocarditis. What antenatal supervision she had 
had and why she was admitted is not stated. 
While this death may have been unavoidable by 
the hospital further detail would be necessary to 
allow of its classification, as avoidable or un- 
avoidable in the wider sense. It is encouraging to 
learn that, in all maternity units in Liverpool, 
there has been a true decline in the number of 
emergency admissions in labour with a corres- 
ponding increase in the number of cases referred 
for consultation in late pregnancy. 
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There are cases uncomplicated primi- 


45 ot 
gravid breech delivery with a foetal mortality of 
3.3 per cent. Prolapse of the cord occurred in 19 
cases, Of the 20 babies born (1 twins) 2 were still 
in both of these internal version and breech 
the line of treatment. The 


treatments Caesarean 


born 
extraction had been 


remaining successful were 
section 6, version and breech extraction 3, breech 
extraction 4 (1 twins), forceps 3, and spontaneous 
lelivery 2. One-hundred-and-four cases of pro- 
longed labour (more than 36 hours in the primi 
gravida or more than 24 hours in the multigravida) 
The high interference-rate required 


are rec orded. 
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in these cases is seen here—-Caesarean section 33, 
32, 
delivered spontaneously. 

An Paediatric the 
report. Almost 90 per cent of the infants were 


forceps breech extraction 8, only 31 being 


excellent Section concludes 


entirely breast-fed on discharge. Autopsy was 


performed on approximately 40 per cent of all 


stillbirths and 70 per cent of all neonatal deaths. 
In the case of the latter the antemortem diagnoses 
and the postmortem diagnoses are tabulated side 
by side. There is a satisfactorily high degree of 
agreement between them. 

ANTHONY W. PURDIE 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contatn in addition abstracts and titles of 
articles which, though not of sufficient general interest for publication in the monthly 
volumes published by the British Medical Association, are yet sufficiently important for 
a specialist journal. 
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ANATOMY 


1. The Histology of the Skin of the External Female 
Genitalia. (Contributo all’istomorfologia cutanea det 
genitali femminili esterni.) 

By W. Inoiutia. Riv. ital. Ginec., 33, 358-375, 
Sept.-Oct. 1950. 7 figs., 12 rets 


2. The Anatomy and Histology of the Sacrouterine 
Ligaments. 

By R. M. Amer. /. Obstet. Gynec., 
59. 1-12, Jan. 1950. 10 figs., 10 refs. -_ 

Because of the great divergence of opinion on 
their value as uterine supports, the author carried 
out an anatomical and histological study of the 
sacro-uterine ligaments on 33 cadavers of subjects 
varying in age from 2 days to 69 years. The liga- 
ments are attached to the postero-lateral aspect of 
the cervix at the level of the internal os. There are 
fibrous attachments from the anterior third of the 
ligaments, which course downwards to become 
attached to the lateral vaginal fornices. Posteri- 


orly they are attached to the presacral fascia 
opposite the lower portion of the sacro-iliac arti- 


culation. In addition to blood-vessels, mainly 
branches of the uterine arteries, and sympathetic 
and parasympathetic nerves there are lympha- 
tics which drain the cervix and lower part of the 
uterine body and enter the sacral lymph nodes, 
which in turn send efferents to the common 
iliac and perilumbar chains. The anterior third 
f the ligaments contains much smooth muscle 
continuous with the muscle of the uterus; in the 
intermediate third connective tissue predominates 
and there is very little smooth muscle; in the pos- 
terior third muscle is absent, except in the vessel 
walls. Because of this absence of muscle in the 
posterior third the author thinks that these liga- 
ments should not be credited with undue support- 
F. Browne 


ing value 


Histology of the Endometrium. [In English 
By P. V. Cuarpure. J. Indian med. Ass., 19, 
{OO 406, Aug 34 refs. 


1950. 


Metachromasia in the Endometrium. 
By D. G. McKay. Amer. ]. Obstet. Gynec 
Apr 8 figs., 11 refs 

rhirty-eight specimens of endometrium were 
obtained from uteri removed at operation. The 
tissues were fixed in a 4 per cent solution of basic 
lead acetate for 24 hours, and sections were stained 
in 0.5 per cent toluidine blue by the method of 
Holmgren and Wilander. Alternate sections wer: 
incubated for 18 hours in hyaluronidase in order to 
eliminate metachromasia due to the presence of 


59, 


87 


7 1950. 


hv tluroni id, 

Intercellular stromal metachromasia was demon- 
strable during the proliferative phase of the 
menstrual cycle, was diminished or absent during 
the early secretory phase, and reappeared between 
the predecidual cells in the late stages of secretion. 


There appeared to be a reciprocal relation between 
intercellular stromal metachromasia and oedema of 
the stroma. Mast cells were present during the 
proliferative phase; they were fewer in number or 
disappeared in the early stages of secretion and 
reappeared in moderate numbers in later stages. 
Metachromatic granules, which were probably of a 
ribonucleoprotein nature, occurred in predecidual 
cells of the late secretory endometrium. Intense 
metachromasia characterized the cytoplasm of 
epithelial cells of the hyperplastic endometrium. 
It is suggested that the secretion of the proliferative 
phase contains ribonucleoprotein, but during the 
secretory phase mucus is an additional constituent. 


R. J. Ludford 
5. Endocrine Glands of the Ovary. 


endocrines de l’ovaire féminin.) 

By G. DusBREvIL. Gynéc. et Obstét., 49 
292, 1950. 5 figs., 22 refs. 

The professor of anatomy at Bordeaux describes 
the gross and microscopical anatomy of the corpus 
luteum, and emphasizes that its activity cannot 
be judged from its anatomical appearance 
Accessory corpora lutea may arise in unruptured 
follicles, but these do not upset the hormonal 
balance of the menstrual cycle. Odcestrogens are 
produced in the follicular cells, which are mesen- 
chymal in origin; progesterone is produced in the 
granulosa cells, which are epithelial in origin. In 
molar pregnancies and in the later months of 
normal pregnancy, oestrogen activity reaches high 
levels owing to increased thecal activity in atretic 
follicles; these may eventually become adeno 
matous. Similar changes very rarely take place in 
the early stages of normal pregnancy. 

{This paper is complementary to that on oestro- 
genic activity in the previous issue of this journal 
and both papers should be consulted for further 


details D.C. A. Bevis 


(Les glandes 
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PHYSIOLOGY 


6. The Alkaline Phosphatase Activity in 
Cervical Mucosa. {In English. } 

By G. T. HEDBERG. Gynaecologia, Basel, 129, 
239-246, Apr. 1950. 3 figs., 26 refs. 

It is now generally believed that most of the 
chemical reactions which occur in living cells are 
controlled by enzymes. Studies of the concentra- 
tion and localization in the tissues of the enzymes 
conditioning these processes may provide informa- 
tion relating directly to the physiological activity of 
the tissues examined. 

Phosphatases are enzymes capable of hydrolys- 
ing phosphoric esters. Four principal groups of 
phosphatases are known, of which phospho-mono- 
esterase catalyses the hydrolysis of the mono-esters 
or orthophosphoric acid into phosphoric acid and 
ilcohol or phenol. This is the only phosphatase 
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which has been subjected to systematic histo- 
chemical investigation, and is often simply called 
phosphatase ’’. It has been demonstrated in 
most living tissues. 

The present studies were carried out at Sabbats- 
berg Hospital and in the Department of Experi- 
mental Histology, Stockholm. The histochemical 
method of demonstrating alkaline phosphatase was 
that of Gomori, and 25 biopsy specimens from 
healthy women with regular menstrual periods, 4 
from women in the menopause, 4 from women in 
the second month of pregnancy, and one from a 
woman with endometrial glandular hyperplasia 
were examined. Endometrial biopsy was_per- 
formed in most cases in non-pregnant women, but 
the biopsy specimens permitted a definite deter- 
mination of phase in 18 cases only, 

Results show that the phosphatase activity of the 
endocervical mucosa seems to undergo cyclic 
variations. During the oestrogenic phase there is 
comparatively dense deposit in the cells. During 
the progestational phase the phosphatase activity 
decreases. At the end of this phase there is little 
of no phosphatase activity. In 4 cases from meno- 
pausal women no deposit was found, but further 
biopsy in 2 of these women after 24 and 48 hours 
respectively, during which time they were treated 
with 3 mg. stilboestrol daily, disclosed a moderate 
deposit. In the case of endometrial gland hyper- 
plasia the deposit was denser than in any other 
specimen in the series. The 4 specimens from the 
second month of pregnancy showed a dense deposit. 
It was therefore concluded that phosphatase 
activity is determined by oestrogenic influence. 
Since the folliculin secretion curve (judged by 
urinary excretion) has a second peak in the second 
half of the secretory phase, the decrease in phos- 
phatase activity in this phase is attributed to the 
inhibitory effect of progesterone. 

The role of phosphatase in the cervix is 
undetermined, but since the phosphatase activity 
seems to be induced by oestrogenic influences it is 
possible to compare its potential properties as 
demonstrated in other tissues with the physio- 
logical processes initiated in the cervix by 
oestrogens. It is suggested that there is a functional 
relation between phosphatase activity and prolifera- 
tion. E. W. Kirk 


>. The Metabolism of Uterine Muscle Studied with 
Radioactive Phosphorus. [In English. ] 

By O. Waraas and E. Waraas. Acta physiol 
scand., 21, 18-26, Aug. 1950. 21 refs. 


8. The Effect of Pituitrin, Pitocin and Pitressin on 
the Activity of the Human Uterus. 
By T. Dante. West. ]. Surg. Obstet. Gynec., 61, 


168-173, Apr. 1950. 8 figs. 

The author reports an investigation into the effect 
of ‘‘ pituitrin’’ (posterior pituitary extract) 
‘‘pitocin (oxytocin), and pitressin (vaso- 


III 


pressin) on the uterus in 77 human subjects. In 61 
subjects who were in various stages of the menstrual 
cycle, pregnancy, or the puerperium the effects of 
these preparations on the activity of uterine muscle 
mm vitro was studied. In the other 16 the effect 
was studied in vive at laparotomy and in vitro 
afterwards; these patients were studied during the 
menstrual cycle or in the first half of pregnancy. 
The author concludes that all posterior pituitary 
extracts produce a distinct oxytocic effect on the 
uterus and that vasopressin is the most effective. 
He suggests that the oxytocic effect of oxytocin 
is probably due to an admixture of vasopressin not 
removable in its purification. He believes that there 
is general agreement between the reactions of the 
intact uterus in vivo and those of strips from the 
same organ studied in vitro, but that the reactions 
of the isolated virgin guinea-pig uterus do not 
necessarily correspond with the response of the 
human uterus. He fails to substantiate the theory 
of Knaus that progesterone renders the human 
uterus refractory to pituitary extracts and con- 
cludes that as the sensitivity of the uterus does not 
vary markedly during the menstrual cycle the time 
of ovulation cannot be determined by the method 
of Knaus. Ruth Dearing 


9. The Effect of Estrogenic Hormone on the Con- 
tent of Calcium and Magnesium in Uterus. [In 
English. ] 

By O. Wataas. Acta physiol. scand., 21, 27-33 
Aug. 1950. 20 refs. 


10. The Cause of Post-ovulation Rise in Tempera- 
ture. (Wodurch wird die Temperaturehéhung nach 
der Ovulation verursacht. ) 

By M. Watzka. Dtsch. med. Wschr., 75, 1231 
1232, Sept. 15, 1950. 2 figs., 12 refs. 


11. The Hormonal and Neurovascular Determina- 
tion of Menstruation. (Menstruation determinisme 
hormonal et neuro-vasculaire. ) 

By R. Moricarp and F. Moricarp. 
751-755, 1950. 


Sang, 21, 


12. Transitional Endometrium. 
metriet. ) 

By V. Oram. Nord. Med., 44, 1389-1391, Sept. 
I, 1950. 2 figs., 6 refs, 


(Overgangsendo- 


13. Ovarian Function and Plasmalogen, (Ovarial- 
funktion und Plasmalogen.) 

By G. Scuarer. Zbl. Gyniik., 72, 931-934, 1950. 
8 figs., 6 refs. 


14. Histochemical Studies on the Dependence of 
Plasmalogen Content of the Endometrium on Ovarian 
Function. (Histochemische Studien iiber die Abhan- 
gigkeit des Plasmalogengehaltes der Uterusmucos 
von der Ovarialfunktion. ) 

By G. ScHarer and H. Rotor. Zbl. Gynik., 72 
935-937, 1950. 4 figs. 


II2 


15. Potentiation of Oestrogenic Activity of Folli- 
cular Hormone by Vitamin C. (Potenciacion de la 
actividad estrogénica de la hormona folicular por la 
vitamina ©.) 

By J. M 
CASTRO Y PEREZ. 
226, July-Aug., 


TRINCADO DopeREIRO and F, PEREZ DE 
Rev. esp. Obstet. Ginec., 9, 222 


1950. 13 rets. 


io. The Vegetative Effects of Semen on Women. 


Bermerkungen zur Vegetativen Spermawirkung aut 
lie Frau 


By A. MAYER 


752-758, Oct. 1950. 


Frauenheilk., 10, 


Geburts. u. 


17. Experimental Changes in the Genital Cycle of 
the Rat. (Experimentelle Zyklusbeeinflussung an der 
Ratte 

3y E. Gitscu. Zbl. Gyndk., 72, 945-951, 1950. 
4 figs. 36 refs. 


18. Cyclical Changes in the Vaginal Mucosa of the 
Golden Hamster. (Die cvclischen Veranderungen der 
Vaginalschleimhaut 

By GIESEKING 
Klin. Wschr., 28, 


8 refs. 


Goldhamster. ) 
and N. SCHUMMELFEDER 
Aug. 15 1 fig., 


beim 
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19. Radiology in Obstetrics. (La radiologia diag- 


obstetricia. 


nostica en 


By J. Jiménez pe Anta and J. C. Senor. Toko- 
ginec. pract., 9, 395-414, Aug.-Sept., 1950. 


PREGNANCY 
NORMAL. 


20. Pregnancy and the Adolescent. 

By A. A. Marcuerti and J. S. MENAKER. Amer. 
/. Obstet. Gynec., 59, 1013-1020, May 1950. 5 
refs. 

This study is based on an analysis of 634 deliveries 
of mothers between the ages of 12 and 16 (mean age 
15.4) at the Gallinger Municipal Hospital, Wash- 
ington, D.C., during the 3 years 1945-7. Of this 
number 93.7 per cent were primigravidae and only 
15 per cent were married. Since the hospital serves 
a predominantly negro population only 7 of the 
mothers were white. During the antepartum period 
the incidence of toxaemia was 19.7 per cent, a 
figure considerably higher than the average for the 
clinic, which 7.54 per cent. Complications 
occurred in one-third of the cases, toxaemias con- 
stituting 60 per cent and other complications 
included, in order of frequency, syphilis. gono- 
premature separation of the placenta, 
cardiac disease, condyloma acuminata, placenta 
praevia, tuberculosis, epilepsy, and rickets. 
Eclampsia accounted for 7 cases of toxaemia. It was 
considered that the “‘ jitter-bug diet '’ of these girls 
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consisting of ‘‘ coca-cola’, potato chips, salted 
peanuts, and hot dogs, must contrast somewhat 
drastically with the salt-free, high-protein diet 
ordered by the obstetrician in the treatment of 
toxaemia. 

Approximately 12 per cent of pregnancies ended 
prematurely, the figure fer the whole clinic being 
g per cent. Of the deliveries, 68.7 per cent were 
spontaneous and 28 per cent were with forceps (of 
which 23.3 per cent were low-forceps deliveries). 
In half of these cases the application of forceps was 
performed out of consideration for the patients, who 
were very apprehensive. The Caesarean-section rate 
was 0.6 per cent and that of breech delivery 2.5 
per cent. The average length of labour was. 13!, 
hours. The mean birth weight of the babies was 
6 Ib. 15 oz. (31 kg.). The foetal mortality was 
3-8 per cent, that for the whole service being 6.3 
per cent. The maternity morbidity was in keeping 
with that of the average clinic patient. Only one 
maternal death took place, as a result of tuber 
culosis 9 weeks after delivery. From this survey, 
toxaemia appears to be the outstanding complica- 
tion of pregnancy in adolescence; on the other 
hand, from a purely obstetrical standpoint, it was 
felt that 16 years or less would appear to be the 
optimum age for the birth of the first baby. 

This is an interesting discussion of a subject little 
mentioned in text-books. | 
Jean R. C. Burton-Brown 


21. Postural Changes in the Peripheral Blood-flow 
of Normal Subjects with Observations on Vasovagal 
Fainting Reactions as a Result of Tilting, the Lordotic 
Posture, Pregnancy, and Spinal Anaesthesia. 

By W. Bricpen, S. Howartn, and E. P. 
SHARPEY-SCHAFER. Clin. Sci., 9, 79-91, 1950. 4 
figs., 16 refs. 

Blood pressure, forearm blood flow, cardiac rate, 
right auricular pressure, and cardiac output were 
recorded in human beings in the supine position 
and when they were tipped into the erect posture. 
These readings were made on normal subjects, 
normal: subjects who gave a history of fainting 
easily, normal subjects who gave a history of faint- 
ing in the erect lordotic posture (upright), preg- 
nant women with a history of fainting, patients 
after spinal analgesia, and one patient with spinal- 
cord syphilis. 

The authors found that normal subjects when 
tipped from the supine to the erect position showed 
a decrease in the right auricular pressure, cardiac 
output, and forearm blood flow. The heart was 
accelerated and the blood pressure remained con- 
stant. Normal subjects who fainted easily showed, 
after a short period in the erect posture, a fall in 
blood pressure with a parallel rise in the forearm 
blood flow (vasodilatation), Normal subjects who 
gave a history of fainting after standing upright 
for some time and pregnant women who fainted 
showed a marked fall in right auricular pressure, 
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and in spite of extreme tachycardia at first cardiac 
output fell to low levels. After an initial constric- 
tion in the vessels of the forearm (shown by 
decrease in blood flow) there was vasodilatation 
fall in blood pressure, and bradycardia. Circulation 
was restored to normal by changing from a lordotic 
to a kyphotic position and by turning the pregnant 
women to one side. In both these groups a signifi- 
cant rise in pressure was recorded in the inferior 
vena Cava. 

Blood pressure, right auricular pressure, and 
cardiac output were decreased in the supine posture 
after spinal analgesia, and this decrease was more 
pronounced when subjects were tipped into the erect 
posture, marked hypotension, bradycardia, and 
vasodilatation occurring in this position. 

From these observations the authors conclude 
that the mechanism of fainting is the same in all 
types of cases and that these fainting reactions are 
comparable to those observed on bleeding normal 
subjects in the supine position. It is suggested that 
these reactions result from collection of a greater 
imount of blood in the veins of the lower half of 
the body with a consequent fall in the right 
auricular pressure. S. Kavani 


22. Changes in the Rate of Flow of Venous Blood 
in the Leg During Pregnancy, Measured with Radio- 
active Sodium. 

By H. PayLinc WriGut, S. B. Osporn, and 
D. G. EpMonps. Surg. Gynec. Obstet... 90, 481- 
$85, Apr. 1950. 4 figs., 9 refs. 

Previous work by the authors showed that the 
average rate of flow in veins fell while labour was 
in progress, but returned to normal by the 4th to 
roth day of the puerperium. So striking was this 
slowing observed in women during labour that it 
seemed advisable to determine whether this change 
occurred only with the commencement of labour, 
or whether it took place gradually as a result of 
the increase of abdominal pressure produced by 
ascent of the gravid uterus. 

A series of 61 normal pregnant women were 
studied monthly from their first attendance at 6 to 
8 weeks of pregnancy until after delivery; 28 were 
seen during the first stage of labour, and all were 
investigated during the puerperium. Cases with 
gross varicosities of the veins or with heart disease 
or diabetes were excluded from the series, but other- 
wise there was no attempt at selection. A small 
group of non-pregnant patients who had _ gross 
iscites attributab’e to various causes. were also 
investigated both before and after paracentesis. 

During the first trimester of pregnancy the rate 
of flow in leg veins, as measured by radioactive 
sodium, resembled that in non-pregnant women of 
the same age-group. As pregnancy advanced the 
average rate of flow for the group fell in a fairly 
regular manner; although the majority of figures 
were still well within the normal range, an increas- 
ing number in each succeeding month were found to 
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tall outside this. Moreover, even when figures in 
individual cases fell within the normal range, con- 
secutive estimations often showed a progressive 
slowing of venous flow as the uterus increased in 
size. During labour, the findings were as described 
in the author’s previous paper, and return to 
normal was again shown in the puerperium. 

That the slowing of venous flow is confined to the 
legs and is not part of a generalized increase in 
circulation time is shown by comparison of foot 
groin and hand~-axilla flow times both in labour and 
after delivery. This slowing may be a factor in the 
onset of venous thrombosis. Lilian Raftery 


23. Liver Function During Pregnancy and _ the 
Puerperium, as Measured by the Cephalin-Cholesterol 
Flocculation, the Thymol Turbidity, and the Brom- 
sulfalein Tests. 

By S. M. CHRISTHILF and R. W. Bonsnes. Amer. 
J. Obset. Gynec., 5Y, 1100-1104, May 1950. 21 refs. 

At New York Hospital the results of certain liver- 
function tests in normal atoxaemic pregnancy were 
recorded. The tests selected were the cephalin- 
cholesterol flocculation, thymol-turbidity and 
bromsulphalein tests; 27 normal pregnant 
patients, 10 patients in the puerperium, 22 hyper- 
tensive patients either before or after labour, and 
9 normal non-pregnant women were investigaed. 
Of those with hypertension, 4 had eclampsia, 7 
severe pre-eclampsia, 9 mild eclampsia, and 2 
simple hypertension, 

All three tests were performed simultaneously. 
The cephalin-cholesterol flocculation test was 
carried out by the Frisch and Quilligan modifica 
tion of Hanger’s test. Thymol turbidity was 
estimated as described by MacLagan, while the 
concentration of bromsulphalein after 45 minutes 
was determined by the Klett-Summerson photo 
meter (filter 54). 

The cephalin-cholesterol reaction was normal in 
all cases, except transiently in 1 case of intra- 
partum eclampsia. The thymol-turbidity reaction 
was negative in all cases, except for one case of mild 
pre-eclampsia, in which, however, the other two 
reactions were normal. There was some bromsul 
phalein retention in normal pregnancy (up to 10 
per cent). In 2 cases, one of eclampsia and one 
of severe or mild pre-eclampsia, retention exceeded 
this. 

Tne authors conclude that liver function is the 
same in normal and in toxaemic pregnancy, and 
that the cause of the retention of bromsulphalein 
in pregnancy requires further study. 


A. Tickner 


24. Some Experiments on Liver Function in Preg- 
nancy with the Aid of the Bromsulphalein Test. 
\leuni esperimenti sulla funzionalita epatica in 
gravidanza con la bromosulfaleina. ) 


By V. Rinpr and A. Ricutnr. Monit. ostet.- 
ginec., 21, 290-299, July-Aug. 1950. 1 fig., 19 refs. 
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25. Pyruvic Acid Metabolism in Normal and Patho- 
logical Pregnancy in Narcosis, and during Irradiation. 
(Der Brenztraubensiurestoffwechsel in der normalen 
und pathologischen Schwangerschaft bei Narkose und 
Rontgenbestrahlung. 

By S. Markees, ©. Kaser, and R. Danz 
Schweiz. med. Wschr., 80, 1079-1081, Oct. 7, 1950. 
15 rets, 

26. Fetal Movements and Nervousness, (Fossterro- 
och nervositet. 
By B. Beskow 
Sept. 3, ret. 

Qualitative and Quantitative Differences in 
Prolan Content of Placenta and Decidua. (Qualita 
quantitative Unterschiede im Prolangehalt 

m Plazenta und Decidua graviditatis. ) 

By D. Kiespanow. Zbl. Gyndk., 72, 977-988, 
30 refs, 


Nord. Med., 44, 1443-1444, 


1950. I 


tive und 


1950. 
28. Plasmalogen Exchange in the Placenta. 

Plazenta.) 
ROLOFF. 
6 refs. 


(Zum 
Plasmalogenaustausch in der 
By G. ScHarer and H. E 


72, 988-992, 1950. 2 figs., 
29. The Histidine Test and Pregnancy from the 


Clinical Point of View. histidin v moéi 
jako chemicky test na téhotenstvi s hlediska klinické 


Zbl. Gvnak., 


Reakce, na 


praxe. } 

By V. CHuposa and H. Cuuposova. Lék. Listy, 
5, 565-566, Oct., 1950. 8 refs. 

30. The Value of Studies of Histidine in Urine for 
the Chemical Diagnosis of Pregnancy and Some 
Gynaecological Conditions. (Sul valore della 
dell’istidina nelle per la chimica di 
gravidanza e di alcune atfezioni ginecologiche. ) 

By A. Gazzana. Minerva ginec., 2, 337 
Aug. 2 figs., 11 

1. Diagnosis of Pregnancy on the Basis of Crystals 
obtained from Urine, by the Microscopical Chemical 
Method. Roz 

vmanych 


ricerca 


urine diagnosi 


339; 
refs. 
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Polsk. Tyg. lek. 


6 rets. 


MASLOWSKI 


5, 974 
19, 1950. 3 figs., 

32. The Guterman Test for Early Diagnosis of Preg- 
nancy. Ueber den 
rschaftsdiagnose. ) 


Zbl. Gvniik., 72, 974-977, 


Pregnandioltest nach Guterman 
Frihschwange 


IKAISER 1950. 


with the 


prova biologica per la 


Biological Diagnosis of Pregnancy 
Male Rana (La 


diagnosi ce gravidai za con la_ rar 


esculenta. 
es ulenta 


By D. PaLatinsky and U. BotoGna. Clin. ostet. 


gine? 16 refs. 


52, 142-153. June 1950. 3 figs., 
:4. Use of Male South American Toad in Pregnancy 
Test. 
3y C. K. Jones and H. W. Jones 
clin. Path., 20, 888-861, Sept. 1950. 12 
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35. Pregnancy Tests on Male Belrachia Native to 
Israel and their Use in Normal and Disturbed Preg- 
nancy. [In English.] 

By L. SzeJnBeRG and E. Rasau. Gynecologia, 
Basel, 130, 221-231, Sept. 1950. 2 figs., 11 refs. 


,o. Studies of the Diets of Pregnant Women in 
Mississippi: II. Diet Patterns. 

By J. H. FerGuson and A. G. KEaron. 
Orleans med. surg. J., 103, 81-87, Aug. 
6 refs. 


ABNORMAL. 

37. Heterospecific 
hétérospécifiques. ) 

By R. BRUKNOGHE. Rev. 
274-251, 1950. 

38. The Crush Syndrome in Obstetrics and Gynae- 
cology. (Le crush syndrome en obstétrique et en 
gy nec ologie.) 

By L. Mass£, H. Dax, and J. M. Georcres. /. 
int. Chir., 10, 241-254, July-Aug. 1950. 8 figs. 


New 


1950. 


Pregnancy. Les grossesses 


méd. Louvain, No. 16, 


39. Toxemias of Pregnancy. 
By J. J. Kocyan. Pennsylvania med. J., 53, 
317-822, Aug. 1950. 


jo. A Study on the Cause of Toxemia of Pregnancy. 
By M. Macara. J. int. Coll. Surg., 14, 215-221, 
Aug. 1950. 7 figs., 15 refs. 


41. Arteriolosclerotic Pregnancy Toxaemia. 
By J. L. McKetvey. Amer. J]. Obstet. Gynec., 
60, 510-515, Sept. 1950. 1 ref. 


32. The Influence of Diethylstilbestrol on the Pro- 
gress and Outcome of Pregnancy as Based on a Com- 
parison of Treated with Untreated Primigravidas. 

By O. W. Situ and G. van S. SmiTH. Amer. 
J. Obstet. Gynec., 58, 994-1009, Nov. 1949. 7 
figs., 7 refs. 

The authors have claimed in numerous previous 
papers that late pregnancy toxaemia, premature 
delivery, and foetal death in utero are preceded by 
a deficiency of oestrogen and progesterone caused 
by a deficient blood supply to the pregnant uterus. 
The hormonal deficiency still further interferes with 
the blood supply to the uterus so that a vicious 
circle is set up. If this conception be correct, then 
the administration of stilboestrol and progesterone 
might be expected to reduce the incidence of the 
complications named above. 

A clinical experiment was carried out at the 
Boston Lying-in Hospital involving 2 groups of 
women to whom stilboestrol was administered. 
The first group consisted of 152 women, all healthy 
primigravidae. Each was given 12.5 mg. of stil- 
boestrol daily during weeks 12 and 13, and 25 mg. 
daily during weeks 14, 15 and 16. At the start of 
week 17 the dosage was increased to 50 mg.. being 
maintained at this level for 4 weeks. It was then 
raised to 75 mg. for weeks 21 to 25, 100 mg. for 
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weeks 26 to 30, and 125 mg. for weeks 31 to 35, 
after which it was discontinued. These patients, 
with 283 synchronous control primigravidae, con- 
stitute series A. The second series (B) consisted of 
235 primigravidae and 272 synchronous controls. 
The former were given 37.5 mg. of stilboestrol 
daily during weeks 16, 17 and 18; 50 mg. during 
weeks 19, 20 and 21; 62.5 mg. in weeks 22, 23 and 
24; 75 mg. in weeks 25 and 26; 87.5 mg. in weeks 
27 and 28; 100 mg. in weeks 29 and 30; 112.5 mg 
in weeks 31 and 32; 125.0 mg. in weeks 33 and 34; 
and 137.5 mg. in week 35. 

In the treated series the incidence of toxaemia of 
late pregnancy was 2.3 per cent and in the control 
series 6.8 per cent, a statistically significant differ- 
ence. In the few treated patients who developed 
toxaemia the disease was milder and later in onset 
than in the controls. There was no difference in 
the incidence of prematurity, but the premature 
babies were larger in the treated group. Post- 
maturity was significantly less frequent in the 
treated group. but there was no difference in the 
length of labour, incidence of uterine inertia, or 
weight-gain in pregnancy. 

[These results are striking, but it should be 
remembered that good results have been claimed 
following the use of other substances given to 
prevent toxaemia. Thus Theobald claimed a 
statistically significant reduction in the incidence 
of toxaemia by the administration of calcium and 
vitamin D to 50 expectant mothers, who were com- 
pared with 50 controls. There were 7 cases of 
toxaemia in the treated group and 17 in the controls. 
Mendenhall and Drake found that only 2 out of 188 
women (1 per cent) to whom calcium was adminis- 
tered in pregnancy developed toxaemia, whereas 
in a control series of 230 women toxaemia occurred 
in 30 (13 per cent). The authors’ work should be 
repeated in other clinics. | F. J. Browne 


43. A Study of the Placenta in Pregnancy Treated 
by Stilbestrol. 

By S. C. Sommers and A. T. HErRTIG. Amer. J. 
Obstet. Gynec., 58, 1010-1013, Nov. 1949. 2 refs. 

This paper is supplementary to that of Smith and 
Smith (see Abstract 42) on the value of stilboestrol 
in preventing toxaemia of late pregnancy, and 
includes an analysis of the gross and microscopical 
characters of the placenta in 138 cases treated with 
stilboestrol, as compared with 95 controls. Evi- 
dence was found that  stilboestrol stimulates 
increase in weight of both infant and placenta. 
Placental calcification and intervillous thrombosis 
were more frequent in full-time stilboestrol-treated 


placentas. In premature stilboestrol-treated cases 
there was also a higher incidence of mature 
‘chorionic villi and intervillous thrombi. In no 


case did non-toxic premature separation of the 
placenta occur after stilboestrol. If this non-toxic 
separation follows some degenerative change in the 
placenta, as Smith and Smith claim, then stil- 
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boestrol seems to prevent it. The patients with 
toxaemia who were given stilboestrol therapy 
more often had thrombosis of decidual sinusoids 
and intervillous thrombi than controls. No specific 
histological change was observed which was 
attributable to stilboestrol treatment. 

F. J, Browne 


44. Studies of the Metabolism of the Human Pla- 
centa. II. Oxygen Consumption and Anaerobic Gly- 
colysis in Relation to Aging and Severe Toxemia. 

By L. M. Hetiman, B. A. Harris and M. C. 
AnprREws. Bull. Johns Hopk. Hosp., 87, 203 
214, Sept. 1950. 2 figs., 19 refs. 


45. Etiology of Eclampsia. I. Water Balance. 

By W. J. Dieckmann et al. Amer. J. Obstet. 
Gynec., 58, 1014-1031, Nov. 1949. 5 figs., 42 refs. 

The authors believe that there is no pathological 
lesion in the liver, kidney, or any other organ which 
is pathognomonic of eclampsia. They question the 
published reports of patients who are normal one 
day and within 24 hours or less have eclampsia. 
Vasoconstriction does not seem to be the cause of 
eclampsia because most of the patients have no 
absolute or relative hypertension at the onset of 
pre-eclampsia and the presence of the Goldblatt 
kidney does not lead to eclampsia. Their studies 
seem to indicate that pre-eclampsia and eclampsia 
represent disturbances in the normal physiology of 
various organs and tissues, which, if not too great, 
readily return to normal. 

After using procedures which should increase the 
severity of the case they are impressed by the fact 
that many patients get no worse, but even improve, 
on such management. They make the suggestion 
that, certainly at the onset, no toxin circulates in 
the blood in pre-eclampsia but that the condition 
is merely the result of inability to eliminate water, 
electrolytes, and possibly other substances. They 
find that many patients presumably in _pre- 
eclampsia can tolerate the sodium ion either orally 
or intravenously in large amounts without any 
clinical manifestations as long as they can eliminate 
it and as long as the chloride intake is less than 
I g. in 24 hours. A few patients not only gained 
weight rapidly, but developed headache, dizziness, 
diplopia, increased blood pressure, and albuminuria 
as the result of overloading with sodium chloride 
solution. Water alone or in the form of intravenous 
glucose solution can, if given in sufficient amount, 
cause convulsions and coma. 

Injections of posterior pituitary extract favour 
water retention and have apparently precipitated 
the onset of convulsions in patients with pre- 
eclampsia. When there is excessive fluid retention 
there must be increased pressure in organs with a 
capsule, including the kidney and the brain; many 
of the serious symptoms and signs associated with 
either an excess or a decrease in the amount of 
intercellular or intracellular water may be due to 
this. It is conceivable that the severe type of 
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eclampsia is due to an excessive amount of intra 
cellular electrolyte. The pregnant 
woman should ingest water with a low sodium, 
chloride, and potassium content every hour 
throughout the day in sufficient quantities to yield 
2,000 ml. of urine in 24 hours, and should decrease 
the amount of sodium, chloride, and potassium in 
her food so that not more than 1 to 2 g. of sodium, 
} to 6 g. of chloride, and 1 to 2 g. of potassium are 
taken every 24 hours F. J]. Browne 

)0. On the Aetiology of Eclampsia with Special 
Reference to Adrenocortical Hormones. I. On the 
Effect of Desoxycorticosterone and Sodium Chloride 
Treatment on the Electrolyte Content of the Brain 
and Muscle and on the Glycogen Content of the Liver, 
Muscle, and Uterus in Pregnant Rabbits. I. On the 
Aetiology of Eclampsia. [In English. | 

By S. PARVIAINEN, K. Sotva, and C. A. 
EHRNROOTH. Ann, chir. gyn. fenn., 39, Suppl. 
No. 1, pp. I-14, 1950. 2 figs., bibliography. 

Ihe authors describe the effects produced by 
prolonged administration of deoxycortone acetate 
during isolation in 12 pregnant rabbits. Three were 
given daily doses of 5 mg. of ‘‘ percorten ’’ intra- 
muscularly; 3 others were given 5 mg. ‘‘ percorten "’ 
intramuscularly plus 10 ml. of a 3 per cent saline 
solution subcutaneously; 3 received only 10 ml, of 
a 3 per cent saline solution subcutaneously, and 3 
were kept as controls. The animals were treated in 
this way for 37 days before mating and then during 
their pregnancy until they were killed. Sections of 
the organs were examined microscopically, and 
sodium and potassium analyses of brain and muscle 
carried out. [No attempts were apparently made 
to estimate blood pressure or to test for albuminuria 
ind there is no indication that convulsions were 
produced. The weights of the animals were, how 
ever, determined during the experiments 

rhe sodium content of the brain was apparently 
somewhat increased in the animals treated with 
percorten, but the potassium content was not 
iffected. No definite increase in sodium retention 
was found when salt was given in addition to the 
percorten as compared with that following the use 
of percorten alone. A “‘ distinct tendency to 
nephrosis '’ was proved in the percorte n-treated 
inimals, but their livers 
intact. Those treated with percorten plus saline 
had “* more or less distinct nephrosis ’’. There were 
ilso changes in the liver such as fatty degeneration, 
local and, in one case, “periportal cell 
infiltration. The authors think that in addition to 
retention of extracellular sodium, ‘‘ in all pro- 
babilitv ’’ sodium is retained intracellularly too 
‘ This is implied by the fact that variations in the 
weights of the animals are so slight as to render it 
unlikely that the considerable sodium retention is 
exclusively due to the increase in extracellular 
fluid ’’. They make the interesting statement that 
** quite recently it has been also shown thata single 
injection of deoxycortone acetate causes sodium to 
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penetrate into the cells of a healthy, non-gravid 
person Finally the claim is made that the 
experiments support the authors’ opinion that the 
pathogenetic mechanism of deoxycortone intoxica- 
tion is very similar to that of toxaemia of late 
pregnancy. 

As a basis for their views the authors adopt 
Selye’s theory of over-adaptation with abnormally 
high production of corticoids, causing sodium reten- 
tion, hypertension, albuminuria, increased capillary 
permeability, etc. Too high a sodium content in 
the food, as well as a low-carbohydrate and high 
protem diet, renders the organism specially 
susceptible to the toxic effects of these hormones, 
while constitutional or acquired organic weakness 
greatly promotes pathological changes, thus 
explaining the fact that in some animals prolonged 
corticoid therapy produces changes more readily 
in the vascular system, in others in the kidney, and 
soon. The second part of the paper is a theoretical 
discussion of these views, in support of which 40 
references are quoted. The authors emphasize 
‘that only a careful study of the whole organism 
and the balance of its different parts in the light 
of these theories will finally clarify the question of 
eclampsia "’ J. Browne 


;7. A Study of the Endocrine Activity in Eclamp- 
sia, (Studio del temperamento endocrino prevalente 
nell'eclamptica. ) 

By V. Rrivpt. 
July-Aug., 1950. 


Monit. ostet.-ginec., 21, 300-315, 
18 refs. 


;S. Plasma Lipoid Phosphorus in Toxaemias of 
Pregnancy. 

By C. L. MUKHERJEE. 
Feb. 1950. 20 refs. 

The author has studied the plasma phospho 
lipoid content in 100 pre-eclamptic and 1&8 eclamp- 
tic patients. All the estimations were made on 
heparinized plasma separated within 5 minutes of 
collection of the sample, which was taken between 
4 and 5 hours after the last meal and, in eclamptics, 
2 to 3 hours after the convulsion. It was found 
that there was a general tendency for the lipoid 
phosphorus level to increase until the 32nd week, 
after which it declined slightly, the average of all 
the estimations being 12.1 mg. per too ml. In the 
100 toxaemic cases the average was 14.5 mg. per 
100 ml. and it tended to be higher in the severe 
than in the mild cases. There thus appeared to 
be a progressive increase in the level from normal 
pregnancy to mild and severe toxaemias, the 
difference in each case being statistically signifi- 
cant. In nearly 78 per cent of cases of toxaemia, 
however, the average lipoid phosphorus level re- 
mained below the maximum value of normal 
pregnancy and the individual values were widely 
scattered, so that it is unlikely that alterations 
in the plasma lipoid phosphorus are of any aetio- 
logical significance. No definite correlation was 
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found between the severity of oedema and the 
plasma phospholipoid level and there was no signi- 
ficant difference between the levels in 18 cases of 
eclampsia studied and those in pre-ec lampsia. 


F. J. Browne 


jo. A Follow-up Study of Two Hundred Forty- 
three Cases of Eclampsia for an Average of Twelve 
Years. 

By C. I. Bryans and R. Torpixn. Amer. J. 
Obstet. Gynec., 58, 1054-1065, Dec. 1949. Biblio- 
graphy 

The purpose of this study was to throw additional 
light on the question whether eclampsia leaves 
irreparable vascular and renal damage and is a 
in subsequent cardiovascular 
disease The authors conclude that neither 
eclampsia nor pre-eclamptic toxaemia causes 
chronic nephritis or hypertension, although they 
may aggravate a pre-existing condition, causing 
it to be clinically evident at an earlier age. Patients 
who have had toxaemia are more likely to have 
it again in a later pregnancy, not because they 
have chronic hypertension, but because some 
aetiological factors—environment, diet, etc.—are 
likely to remain constant and to provoke the same 
results in subsequent pregnancies. 


F. J. Browne 


causative tactor 


50. Case Report: Eclampsia in a Fourteen-year Old 
Negress with 252 Recorded Convulsions. 

By E. Eicuner and L. P. Ohio St 
med. ]., 46, 882-883, Sept. 1950. 5 refs. 

51. Continuous Spinal Anesthesia in the Treatment 
of Severe Pre-eclampsia and Eclampsia. A Pre- 
liminary Report of a Study of 24 Cases. 

3y P. J. McEvratuH, H. H. Warr, W.C. WINN 
and E. C. Scuertix. Amer. J, Obstet. Gynec., 58. 
1084-1092, Dec, 1949. 3 refs 

Twelve cases of severe pre-eclampsia and 12 cases 
of eclampsia were treated by continuous spinal 
analgesia. An initial dose of 0.5 ml. of 1.5 per cent 
‘ metycaine solution (7.5 mg.) was given and 
subsequent injections at 15- or 30-minute intervals. 
As a rule 0.5 ml. at 15-minute intervals was all 
that was required and more than 1 ml. was never 
given unless the patient was. ready for delivery. 

Blood-pressure was recorded after 5 minutes and 
again after 10 minutes and then every quarter of 
an hour. These readings indicated the frequency 
of administration and the dose required The 
smallest amount that will produce the desired effect 


is the proper dose to use. 

Small doses of ‘‘ nembutal’’ were used to com 
bat any toxic effect of the metycaine and 
‘‘ dilaudid ’’, gr. 1/32 (2 mg.) was given if the 
patient became restless. A venepuncture was 
performed and blood drawn for the following 
determinations: (a) blood sugar; (b) non-protein 
nitrogen; (€) uric acid; (d) CO,-combining power; 
(e) total and fractional proteins; (f) grouping, Rh 
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tests, and cross-matching. The venepuncture 
needle was then strapped in place and through it 
the following solutions were run in slowly: (a) 
400 ml. of 10 per cent dextrose solution in distilled 
water (b) 80 ml. sodium lactate solution; (c) 1.2 
mg. of digitoxin in solution. The dose of dextrose 
was repeated 4-hourly until the patient could take 
the necessary amount by mouth. If the CO,com- 
bining power was below normal, additional sodium 
lactate solution was added to the dextrose injec- 
tions. A maintenance dose of digitoxin (0.2 mg.) 
was given daily. The bladder was drained every 
hour and the output recorded. As soon as the 
patient was conscious she was given 200 ml. of 
sweetened fruit juice or water every hour. When 
she was ready for the delivery additional anaes- 
thesia was obtained by injecting 2 ml. metycaine 
slowly with the patient in the sitting position, 
which was maintained for 30 minutes. 
Blood-pressure was immediately lowered, con- 
vulsive seizures were controlled, and the urinary 
output became normal. There was no maternal 
death and only 5 stillbirths and neonatal deaths. 
The authors claim that maternal and foetal mor- 
tality can be lowered by this method and that 
further investigation of its value is indicated. 
F. J. Browne 


52. Eclampsia treated with Cortisone. 
By W. P. Tew and H. T. McAcpine. Canad. 
med. Ass. J., 63, 287, Sept. 1950. 


54. Obstetric Hemorrhage. 
By J. J. MarRsetta. Sth med. Surg., 112, 245 
247, Aug. 1950. 


54. The Minor Hemorrhages of Late Pregnancy. 

By F. B. SmirH. Milt. Surg., 107, 185-188, 
Sept. 1950. 2 refs. 

55. Deciduation and Massive Hemorrhage of the 
Omentum in the Final Month of Pregnancy. 

By G. F. MELopy. West. J. Surg. Obstet. 
Gynec., 58, 460-462, Sept. 1950. 1 fig., 8 refs. 

50. Diagnosis of Placenta Praevia by Cystography. 
(Diagnostika placenty praevia cystoradiografil. ) 

By M. VALenta and O. VaLenta. Csl. Gynaek., 
15, 463-470, 1950. 7 figs., 13 refs. 

57. Unintentional Abortion in 1,497 Planned Preg- 
nancies. 

By C. Tierze, A. F. GUTTMACHER, and S, RuBIN. 
|. Amer. med. Ass., 142, 1348-1350, Apr. 29, 1950. 
2 refs. 

The authors studied the outcome of planned 
pregnancies in 1,497 women seen in_ private 
practice, of which 1,364 resulted in a living child 
or twins which survived the neonatal period. The 
authors assume +hat, because these pregnancies 
had been planned by the cessation of contra- 
ception, all abortions occurring must have been 
accidental. (Cases in which the foetus weighed 
under 1 kg. were counted as cases of abortion.) 
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There was a correlation between the age of the 
woman, a history of unintentional abortion pre- 
viously, the time required for conception, and the 
likelihood of an abortion in the present pregnancy. 
There was a greater danger of abortion in older 
patients, or if there was a previous history of 
unintentional abortion, or if there was a long 
interval between cessation of contraception and 
conception. For example, of women over 35 who 
had had 1 or more previous unintentional abortions 
and required more than 6 months for conception, 
38.4 per cent miscarried, while women under 25 
who had had no history of previous abortion and 
who conceived in the first 3 months after discon- 
tinuance of contraception, only 3.9 per cent 
aborted. 

The authors suggest that defects of germ plasm 
may delay conception besides causing abortion. 

Elaine M. Sunderland 


58. Management of Abortions. 

By A. J. Mauzey. Illinois med. J., 98, 116- 
119, Aug. 1950. 

59. Pathogenesis and Treatment of Repeated Abor- 
tion and Premature Labour, (Etiopatogenia y 
Conducta Terapeutica en el Aborto a Repeticién y en 
Parto Prematuro.) 

By M. B. Ropricuez and J. J. CRorroGint. 
Aisa, Mex., 45 2788-2799, May 1950. Biblio- 
graphy. 

60. Clinical Diagnostic Significance of the Reaction 
for Pregnanediol in Urine. {In Russian.] 

By J. V. FeortLova and B. V. LjJuTROVNIK, 
Akush. Ginek., No. 2, 22-24, Mar.-Apr. 1950. 

Pregnanediol excretion was estimated in 99 
cases, of which 11 were of habitual or impending 
abortion, 12 of suspected pregnancy, 20 of haemor- 
trhagic metropathia, 51 of dysfunction of the 
corpus luteum, and 5 of sterility. 

Wherever the urinary pregnanediol level was 
low, especially in cases of habitual and impending 
abortion, treatment with progesterone (until the 
level of progesterone was found to be raised) was 
mdicated. The pregnanediol reaction is the guide 
to the length of treatment; if it is negative or 
weakly positive, treatment with progesterone 
should be continued. Furthermore, if this reaction 
remains negative or weakly positive during the 
course of the treatment, the dose of progesterone 
must be increased. E. W. Collis 

61. A Further Study of Treatment of Abortion with 
Antistin’’ (Phenazoline). (Dalsze badania nad 
leczeniem poronien antystyna. ) 

By L. Hirszretp and S. KrzysztToporskt. 
Polsk. Tyg. lek., §. 321 325, Feb. 27, 1950. 

The antihistamine treatment of cases of abortion 
previously reported by the authors was based on 
the hypothesis of one of the authors that incom- 
patibility of maternal and foetal blood-groups may 
cause in some cases haemolytic disease of the foetus 
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and in others local allergy which induces abortion. 
One of the signs of anaphylactic shock is the con- 
traction of smooth muscle as shown in vitro by the 
contraction of the guinea-pig uterus sensitized by 
antigen. Hirszfeld supposes that the blood groups 
O, A, B, and Rh may cause an allergic reaction 
in special circumstances. There is also a possibility 
that the foetus may produce other allergens which 
may sensitize the mother. 

In the first paper the authors reported good 
results of phenazoline (‘‘ antistin’’) treatment in 
13 cases of threatened abortion, among which were 
cases of habitual abortion. They now describe the 
progress of pregnancy in these cases, giving the 
history up to delivery. Antisttn was given in 
0.6 g. doses three times during the first day of 
treatment, and then in 0.3 g. doses three times a 
day until the signs of threatened abortion disap- 
peared completely. The effect of antistin treat- 
ment is often astonishing; after 2 to 3 days of 
treatment bleeding stops and does not recur. 
Among 30 cases there were 10 with a history of 
three or more previous abortions and no full-time 
pregnancy. Out of these there were 8 cases in 
which pregnancy continued until normal labour; 
the foetus did not show any sign of haemolytic 
disease. The authors observed these good effects 
of antistin when it was given between the second 
and fourth months of pregnancy, and they con- 
sider that this period is the most dangerous and 
important for the future development of the preg- 
nancy. They point out that, in spite of serological 
incompatibility, no antibody production occurred 
in cases treated with antistin in the early months 
of pregnancy. 

The best results were obtained when treatment 
started on the first or second day of bleeding. 
Because of the high percentage of successfully 
treated cases there is a possibility that not 
only cases with serological conflict between 
mother and foetus respond favourably. The 
question arises whether other (mechanical or 
hormonal) causes of abortion act by raising pro- 
duction of histamine and thus impairing equili- 
brium between histamine and histaminase or 
creating a condition of special sensitivity to hista- 
mine. 

|This report is very interesting but the number 
of cases observed by the authors is not yet sufficient 
for any definite conclusion to be drawn. ] 


C. Uhma 


62. The Importance of the Leucocyte Count in 
Febrile Abortion. (O vaznosti bijele krvne slike pri 
tretiranju febrilnih pobaéaja.) 

By R. AKERMAN. Lijecn. Vjesn., 72, 242-244, 
July 1950. 1 ref. 

63. The Frequency of Abortion. 
nien.) 

By A. Czyzewicz. Polsk. Tyg. lek., §, 451-454, 
Mar. 20, 1950. 1 ref. 
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Although it is well known that artificial termina- 
tion of pregnancy is so common, and thus presents 
an important problem in social medicine, the exact 
number of cases is difficult to estimate since many 
criminal abortions remain secret. 

The author tries to draw some conclusion from 
the statistics of labours and miscarriages in the 
University Clinic in Warsaw during the period from 
1921 to 1943. In his first table he assembles 
histories of 52,171 women with 100,532 labours and 
47,055 miscarriages. In his opimon the figures 
reflect the whole reproductive life of women, and 
disclose the frequency of abortion. The author 
points out that the percentage of miscarriages 
increased gradually from 17 per cent in 1921 to 
43 per cent in 1943. With this goes an increase in 
morbidity—ectopic pregnancy, sterility, labour 
complications, nervous disorders. In his second 
table he gives the statistics for labours in Poland 
from 1922 till 1938. There were 16,115,000 
labours, and he calculates the number of mis- 
carriages from data in the first table. According to 
this the annual number of miscarriages increased 
from 256,213 in 1922 to 497,947 in 1938. The 
author considers that the decrease in the annual 
number of labours which has been seen especially 
since 1931 is due to the increased number of mis- 
carriages and not to a decrease in pregnancies. 
Taking into account that the percentage of 
artificially procured abortions, according to some 
authors, may amount to 90 per cent, and that 
among the latter many are of a criminal nature 
without sufficient medical grounds, the great loss 
to the nation is readily seen. The author is alarmed 
at these facts and makes a strong plea for general 
action against abortion. [The problem raised by 
the author is of great importance; the disastrous 
consequences of criminal abortion alarm medical 
authorities in all countries. It would seem, how- 
ever, that the author’s figures for one district are 
not sufficient as a basis for calculations applied to 
the whole country. | C. Uhma 


64. Criminal Abortions Induced by Intrauterine 
Pastes. 

By F. R. Dutra, F. P. CLEVELAND, and H. P. 
Lyte. /. Amer. med. Ass., 143, 865-860, July 8, 
1950. 3 figs., 9 refs. 

The injection of pastes into the uterus as a method 
of inducing therapeutic abortions was introduced 
in 1931. Many of the patients thus treated 
developed complications and many deaths have 
been reported as due to this method. Post-mortem 
findings have demonstrated the presence of con- 
stituents of the paste in the lungs and brain. The 
basic component of all such pastes is soft soap. 
combined with small quantittes of various aromatic 
substances. The authors have investigated 4 cases 


in which death followed attempted criminal abor- 
tion by the intra-uterine administration of soapy 
substances. 


Death resulted in one case from 
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necrosis of the uterine wall with peritonitis, in 
another from diffuse peritonitis without perforation 
of the uterus, and in the remaining 2 cases from 
paste embolism. Soft soap mixed with iodine was 
responsible tor the embolism in one of these last 
cases, and iodine was found in the heart blood and 
in the amniotic fluid. The addition of 0.1 ml. of 
the paste was found to cause immediate haemolysis 
of 1 ml. of oxalated blood, and in experiments on 
rabbits the intravenous administration of small 
doses of the paste proved fatal ina few minutes. A 
solution of iodine alone produced no effect, but 
small amounts of the soap were highly toxic. Sub- 
cutaneous injection of the abortifacient led to 
necrosis of the skin, subcutaneous tissue, and sub- ° 
adjacent muscle. Two probable reasons why imtra- 
uterine pastes are popular with abortionists are the 
ease with which the paste can be administered, and 
that complications are unlikely to develop on the 
premises. The incidence of immediate sudden death 
appears tobe small. That these pastes usually have 
a strong odour may assist in identification if the 
case is seen soon after operation. The soaps are 
irritating, produce tissue necrosis, and cause 
haemolysis of the blood. Other ingredients may also 
prove highly toxic. The use of these pastes, even 
in legitimate practice, is to be condemned. 
Gilbert Forbes 


65. The Abortion Question, with Special Reference 
to Examples from the Eastern Zone. (Zur Frage der 
Schwangerschaftsunterbrechung besonderer Beriick- 
sichtigung der Ergebnisse aus der Ostzone.) 

By H. Dorr. Miinch. med. Wschr., 92, 943-946, 
Sept. 15, 1950. I fig., 7 refs. 


66. Surgical problems of legal abortion. — (Kirur- 
giske problemer ved abortus provocatus. ) 

By H. Wutrr. Nord. Med., 44, 1274-1277, Aug. 
11, 1950. 13 refs. 

67. Errors and Omissions in the Subject of Preg- 
nancy Interruption for Pulmonary Tuberculosis. 
(Versaumnisse und Irrungen im Kapitel Schwanger- 
schaftsunterbrechung wegen Langentuberkulose. ) 

By A. Mayer. Zbl Gynik., 72, 769-779, 1950. 
27 refs. 

68. Our Technique for Interruption of Pregnancy. 
(Considérations sur nos techniques d’interruption de 
grossesse. ) 

By E. Larticaup and J. Brum. Rev. frang. 
Gynec., 45, 183-187, July-Aug., 1950. 169 refs. 


69. The hospitalized abortion. 
behandlede abort.) 

By T. Ka:rn. Nord. Med., 44, 1277-1281, Aug. 
II, 1950. 2 figs., 9 refs. 


(Den _hospitals- 


70. Refused Requests to terminate Pregnancy. 
(Ueber abgelehnte Antrage auf Schwangerschaft- 
sunterbrechung. ) 

By E. Rumpu and W. Noe tt. 
Wschr., 92, 947-950, Sept. 15, 1950. 


Miinch. med. 
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1. The Reduction of Mortality from Abortion. 


/ 


By A. H. ROSENTHAL. N.Y. St. I. Red., 


2195-2196, Sept. 15, 1950. 2 refs. 


>. Lymphogranulomatosis and Pregnancy. (Lym- 


phogranulomatose und Schwangerschatt 


By W. MERTENS. Miinch. med. Wschr., 92, 933 
942, Sept. 15, 1950. 19 refs. 


73. Hodgkin’s Disease and Pregnancy. {In 


English. 

By J. Bicuer. Acta radiol., Stockh., 38, 427 
434, May 1950. 22 refs. 

Ihe author describes in detail the histories of 11 
patients who, while pregnant, were under the care 
of the Radiological Clinic of the University of 
Aarhus for Hodgkin’s disease. He also collected 
46 cases from the literature, giving in all 57 patients 
with 65 pregnancies; these figures suggest that 
Hodgkin's disease does not interfere with fertility. 
Exacerbations of the disease are common, so that 
their cecurrence in some cases of pregnancy is not 
significant It was noted that several patients 
went downhill rapidly after delivery, with per 
sistent pyrexia and increasing glandular enlarge- 
ment leading to a fatal issue The feeling of 
well-being experienced by many during pregnancy 
led to female sex-hormone therapy being tried, but 
results have been disappointing. 

Labour seems unaffected by the disease, but 
there were 3 cases of stillbirth and 12 of spon 
taneous abortion. One patient died during preg 
nancy, but some have survived until their children 
we grown up. Only one child showed signs sug 
vestive of Hodgkin's disease and no sign of disease 


was found in the available foetuses and placentae 
Therapeutic abortion was performed in 8 recorded 
cases, but this review did not reveal any indication 
for this procedure Marie H. Calverley 


Anaemia During Pregnancy in Bengal. 
By K. P. Buapury. Calcutta med. ]., 47 
224 July 1950 


75. Megaloblastic Anaemia of Pregnancy, Refrac- 
tory to Liver Therapy, but Responding to Folic Acid. 

By H. and J. P. Wyatt. Canad 
med. Ass. ]., 63, 280-291, Sept. 19050. 3 figs., 10 
rets 


6. Preliminary Studies of Severe Anaemia in Preg- 
nancy. (Estudios preliminares de anemias graves en 
el embarazo.) 

C. UrncuUyo M. G. GuZzMAN, M. 
TERAN VALLS ind Rojas Rev. méd 
Cordoba, 38, 357-363, Aug. 1950 


77. Observations on Intravenous Iron in Treatment 
of Hypochromic Anaemias of Pregnancy. (Algumas 
observacdes sobre o emprego de ferro por via intra 


venosa no tratamento das anemias hipocrémicas da 


By A. Campos Boucas. Rev. Ginec. Obstet., 
44, 501-508, Aug. 1950. 12 refs 


75. Purpura in Pregnancy. With Special Reference 
to Idiopathic Thrombocytopenic Purpura. 

By H. N. Rosson and L. S. P. Davipson, 
Lancet, 2, 164-169, July 29, 1950. 53 refs. 

From a review of 95 published cases of purpura 
in pregnancy it is concluded that 21 can reasonably 
be accepted as examp!es of idiopathic thrombo- 
cytopenic purpura. The authors add a further 4 
cases of this condition. The maternal mortality in 
these 25 cases, involving 34 pregnancies, was 8 per 
cent. The infant mortality was 25 per cent. Most 
of the recorded deaths occurred in the early months 
of pregnancy. Bleeding at delivery was rarely 


excessive. Thrombocytopenia in the infant was 
common but usually transient. There is no 
evidence that pregnancy significantly influences the 
course of the disease. A. Brown 


79. Werthof’s Purpura and Pregnancy.  (Ziekte 
van Werlhof en zwangerschap.) 

By P. W. Davuvvituter. Ned. Tijdschr. 
Geneesk.. 94, 1712-1719, June 17, 1950. 3 figs., 
11 refs. 

So. Sensitization of the Mother in Rh Incompati- 
bility. (Die Sensibilisierung der Mutter bei Rh- 
Unvertraglichkeit. ) 

By H. Hate, Miinch. ‘med. Wschr., 92, 8 


358, Sept. 1, 1950. 3 figs., 15 refs 
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Sarcoidosis and Pregnancy. 

By F. AYKAN and N. JusKowrrz. Dis. Chest, 
17. 544-549, May 1950. 2 figs., 1 ret. 

‘rom the examination of 7o-mm. X-ray films of 
the chest in 1,287 women attending the prenatal 
clinic at Morrisania City Hospital, New York, 
sarcoidosis was suspected in 3 cases and confirmed 
by biopsy in 2. The pregnancy in each was 
allowed to go to term. The first patient, a coloured 
woman of 21, had enlarged hilar lymph nodes com- 
plicated by painless swellings of the parotid and 
lacrimal glands. Biopsy of a nodule above the left 
breast revealed changes consistent with sarcoidosis 
The patient was delivered of a stillborn child at 
term and remained well. The second patient was a 
coloured woman of 23 with a dry cough and fatigue 
dating from the birth of a healthy child 18 months 
before. The radiograph revealed miliary and 
nodular infiltrations in both lungs. Repeated 
sputum tests were negative, and biopsy examina- 
tion of epitrochlear lymph node revealed sar- 
coidotic changes. Pregnancy went to term, the 
patient being delivered of a healthy child and 
remaining well. In both cases it was considered 
that pregnancy did not affect the course of the sar- 
coidosis and that sarcoidosis did not influence the 
pregnancy. Apparently they may co-exist without 
affecting each other. Ronald S. McNeill 

82. Dental Caries and Pregnancy. (Caries dentaria 
Vv gestacion 


By J. Luts Ottva. Clin. y. Lab., $0, 176-184, 
Sept. 1950. 
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S43. Fatal Intestinal Obstruction during Pregnency. 
Report of Six Cases. 

By E. G. Waters and W. H. McCaw. Bull. M. 
Hague Maternity Hosp., 3, 64-72, Sept. 1950. 


84. Pregnancy and Diabetes. 


By 'W. P. R. G. and E. 
Totsror. Amer. Gynec., 59, 729-747: 
Apr. 1950. 10 figs., 

The authors have studied 131 pregnancies in 106 
patients with diabetes. Out of a great wealth ot 
statistical material only a few of their observations 
and conclusions can be mentioned in an abstract. 

The incidence of toxaemia (including, by the 
definition of the American Committee on Maternal 
Health, 1927, hypertensive disease renal disease, 
pre-eclampsia, eclampsia, and vomiting of preg- 
nancy) was 46 per cent, that is 74, times that 
among the authors’ unselected cases. There were 
only 2 definite cases of hydramnios. Keto-acidosis 
was present in 16.8 per cent. The duration of 
labour was prolonged (over 30 hours) in 26 per cent 
of the primiparae; the forceps rate was only to per 
cent, and Caesarean section was carried out 
thirteen times, the indications being of an 
obstetrical or complicating medical nature (pre- 
eclampsia) and not the diabetes per se. The 
puerperal morbidity rate was 17 per cent, with intra- 
uterine infection as the most frequent cause. There 
were 2 maternal deaths, one from peritonitis and 
another from haemorrhage, which occurred before 
the advent of chemotherapy and the establishment 
ot a blood-bank. 


GIVEN, 
Obstet. 


22 reis. 


The past history of the multigravid diabetics 


indicated that the infants of the pre-diabetx 
mothers tended to be larger than the average. 
Over 50 per cent of the infants weighed more than 
the average clinic weight, and 30.6 per cent weighed 
In addition to 10 spontaneous abor- 
tions, 4 therapeutic abortions, and 4 immature 
infant deaths, there were 5 premature and 22 
mature infants who died either in utero, during 
delivery, or in the neonatal period. The total foetal 
loss was thus about 30 per cent. The severity of 
the mother’s diabetes did not affect the foetal loss 
for which toxaemia, keto-acidosis and the excessive 
weight of the foetus were usually responsible. 
Babies who were given glacose after birth did not 
do better than those who were not. 


over 4,000 


The authors recommend that delivery should be 
accomplished at the. first sign of developing 
toxaemia if the pregnancy is past 32 weeks, and 
that the patient who has been poorly controlled 
and has bouts of keto-acidosis should be delivered 
prematurely. Delivery should be effected by 
induction of labour when conditions are ideal, 
otherwise by Caesarean section, which is also the 
procedure of choice when the toetus is large. 

N. Alders 


85. Pregnancy and Diabetes. (Graviditets-forloppet 
vid diabetes. ) 

By J. MoLterstrom. Nord, 
1571, Sept. 29, 1950. 1 fig. 

86. Hormonal Studies in Diabetic Pregnancies. 

By B. F. Kretz, E. C. Keaty, and A. A. HELL- 
BauM. Sth. med. ]., 43, 803-814, Sept. 1950. 4 
figs., 48 refs. 

87. Prophylaxis of Foetal Death in utero in Dia- 
betes. (Profilaxis de la muerte fetal in utero en la 
Diabetes. ) 

By F. R. MERCHANTE. 
1-15, July 1950. 15 refs. 

88. Pregnancy in Addison’s Disease: Further Re- 
port. 

By A. P. MurpHy. Proc. R. Aust. Coll. Phys., 
5, 57-58, Jan. 1950. 

Sy. Carcinoma of the Thyroid in Pregnancy. 
(Struma carcinomatosa in der Schwangerschaft. ) 

By E. LetnzinGer and H. Braun ticu. Kreb- 
sarzt, 5, 226-229, Oct. 1. 1950. 1 fig. 


Med.. 44, 


1570 


An. brasil. Ginec., 15, 


go. Carcinoma and Pregnancy. (Canceres y em- 
barazo. ) 

By C. ZUCKERMANN. Rev. 
Cancer, 18, 99-111, Apr. 1950. 


mex. Cir, Ginec. 
22 refs. 

yt. Placental Metastases in Malignant Disease Com- 
plicated by Pregnancy. With a Report of Two Cases. 

By S. Benper. Brit. med, J., 1, 980-981, Apr. 
29, 1950. 11 refs. 

The author reviews the literature on placental 
metastases in pregnancy and tabulates the find 
ings in the 7 cases already on record. To these he 
adds 2 cases. ; 

The first was in a woman, aged 22. who 6 months 
previously had had a carcinoma of the ethmoid 
excised. Although she complained of pain in the 
back and thighs, no evidence of metastases was 
found and labour was induced. The baby, about 
37. weeks, was alive and well 6 months after 
delivery. The placenta, apart from some 
‘infarcts ’’, appeared to be normal to the naked 
eye, but histologically many groups of carcinoma 
cells were seen both in the normal parts and in the 
‘infarcts’’. No metastases were seen in the 
umbilical cord. Ten weeks later the mother died 
with evidence of secondaries in the liver, abdomen, 
and scalp; permission for necropsy was refused. 

The second case was in a woman, aged 40 years, 
who had pain in the right subcostal region and 
jaundice. The liver was greatly enlarged, nodular, 
and tender. Eight hours after delivery the mother 
died and necropsy revealed a mucoid, undifferen- 
tiated adenocarcinoma of the stomach with 
secondaries in the liver and two regional lymph 
nodes. The baby was of 30 weeks’ maturity and 
died 36 hours later. No metastases were found in 
any organ, or in the umbilical cord. The placenta 
appeared normal to the naked eye but micros: opic 
ally contained many foci of carcinoma cells. 
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In both cases the deposits were found in the 
intervillous space and no invasion of the villi was 
observed. As these 2 cases occurred within a space 
of 7 months the author rightly urges routine histo- 
logical examination of the products of gestation in 
all cases of pregnancy in women suffering from 
malignant disease. R.B.T. Baldwin 


62. Endometriosis and Pregnancy. 

By H. H. Ware. Amer. J. Obstet. Gynec., 59, 
715 -728, Apr. 1950. 31 refs. 

Although endometriosis is usually regarded as a 
disease occurring in women over 30 years of age, it 
is being reported with increasing frequency in 
younger women, The possibility of pregnancy after 
a conservative operation, and the fact that this may 
be followed by complete relief of the symptoms, 
have been noted. 

The author studied 13 cases of pelvic endo- 
metriosis associated with pregnancy. In 12 of these, 
pregnancy occurred after conservative surgical 
procedures, and in the remaining case endo- 
metriosis. without symptoms, was found at the 
time of Caesarean section. Eight of the 13 patients 
were nulliparous at the time of the operation, and 
the Caesarean section was performed on a primi- 
gravida. Cysts of both ovaries were removed six 
times, one ovary was partially or completely excised 
in 3 cases, and in the remaining 3 patients adhesions 
were freed and the uterus suspended. The interval 
between operation and subsequent conception 
ranged from 5 months to 7 years. The subsequent 
health of the mother was good in 11 cases; in 2 
patients there was dysmenorrhoea, and adeno- 
myosis was suspected in one of these. Ten of the 
patients were between 22 and 35 years old and 
following operation they had 13 babies. In both 
of the women between 36 and 40 years of age, 
pregnancy occurred after conservative operation, 
but terminated in early abortion. The prognosis 
for a successful pregnancy thus appears to be better 
in young women than it is for those over 35. 

A plea is made for conservative surgical treat- 
ment of pelvic endometriosis with preservation of 
the child-bearing function in young women. 

N. Alders 


93. Rupture of an Endometrial Cyst During Preg- 
nancy. 

By H. M. Netson and T.S. Fanpricu. J. Mich. 
med. Soc., 49, 1089-1090, Sept. 1950. 4 refs. 

o4. A Malignant Granulosa-cell Tumor Associated 
with Pregnancy. 

By G. G. GREENE, A. E. SmitH, and T. 
McCLettanp. Amer. J. Obstet. Gynec., 60, 686 
688, Sept. 1950. 1 ref. 

95. Effect on the Foetus of Treatment of the Mother 
with Sex Hormones. (Effetti del trattamento materno 
con ormoni sessuli sulle ovaie fetali.) 

By G. Coruccr. Monit. ostet.-ginec., 21. 242- 
258, July-Aug. 1950. 10 figs., bibliography. 


96. Spontaneous Rupture of the Uterus in 5th 
Month of Pregnancy. 

By S. Bercsma. /. Christian med, Ass., 25, 
282-283, Sept. 1950. 


yy. The Emotional Aspects of Obstetric and Gyne- 
cologic Disorders. 

By A. J. Manny, et al. Amer. J. Obstet. Gynec., 
60. 605-615, Sept. 1950. 20 refs. 


ys. A Glandular Form of Toxoplasmosis in Associa- 
tion with Pregnancy. (Glandular form av _ toxo- 
plasmos i samband med graviditet.) 

By S. Garp and J. H. MaGnusson. Svenska 
Likartidn., 39, 2141-2148, Sept. 29, 1950. 2 figs. 


99. Observations on Thoracoplasty during 
Pregnancy. 

By J. P: McIntyre. J. thorac. Surg., 19, 882- 
886, June 1950. 8 refs. 

There have been many variattons in opinion as to 
the effects of pregnancy on the course of tuber- 
culosis, but the case will undoubtedly appear in 
which the pregnant patient suffering from tuber- 
culosis may require some form of collapse therapy. 
In this article the author records 3 cases in which 
thoracoplasty was performed during pregnancy. 
All three operations were carried out during the 
fifth month and the results could be regarded as 
extremely satisfactory in that mother and child im 
each case did well. It is not suggested that this 
type of treatment be used in any but exceptional 
cases in which more simple measures for control of 
the disease have failed. T. Holmes Sellors 


100. Pulmonary Tuberculosis and Pregnancy. 
(Lungetuberkulose og graviditet.) 

By O. Lassen. Ugeskr. Leg., 112, 1281-1283, 
Sept. 14, 1950. 


101. Tuberculosis and Pregnancy. (Tubercolosi e 
gravidanza.) 

By I. VANDELLI and P. BatLo. Minerva ginec., 
2. 328-335, Aug. 1950. 29 refs. 


102. Treatment of Syphilis During Pregnancy. 

By W. V. MacFartane. Lancet, 1, 1069-1071, 
June 10, 1950. 9 refs. 
_ The author reports the outcome as regards the 
foetuses born to 300 women who had antenatal 
treatment for syphilis. The patients were drawn 
from rural, urban, heavy industrial, and seaport 
areas of Northumberland and Durham and from the 
cities of Newcastle-upon-Tyne and Gateshead. 
The tenfold increase in incidence of contagious 
syphilis which occurred in the women of child- 
bearing age in this area during the recent war led 
to the routine serological testing of all women 
attending the antenatal clinics. Between 1944 and 
1949, 71,645 such tests were performed and 515 
women with a positive reaction were referred to the 
author for further examination. Of 398 who 
attended, 96 were already receiving treatment and 
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205 were infected and untreated. Through other 
channels 95 additional patients reached the clinic 
and, of the total of 300 expectant mothers, 132 
(44 per cent) suffered from primary or secondary 
syphilis, 7 (2 per cent) had clinical evidence of late 
syphilis, and 39 (13 per cent) had congenital 
syphilis; in the remaining 122 (41 per cent) infec- 
tion was latent. 

The 13 weeks’ treatment schedule comprised 11 
intravenous injections of arsenic (‘‘ novarseno- 
billon ’’ or ‘‘ stabilarsan’’), total 4.65 g.. and 13 
injections each of 0.2 g. bismuth oxychloride. In 
addition, all the patients received a course of 
penicillin and, irrespective of the frequency of 
administration and the type of preparation used, 
a total of 2,400,000 to 3,000,000 units was given to 
patients with serum-negative primary syphilis and 
a dose of 4,000,000 units to all the others. From 
July 1948 two or more such courses, known as 
P.A.B. units, were given to all patients in an 
attempt to reduce sero-clinical relapse. As far as 
possible the patients were admitted to hospital for 
penicillin treatment, because this action: (1) 
ensured that the full course of penicillin was 
received; (2) helped to gain the patient’s future 
co-operation; (3) provided rest for the mother; (4) 
overcame difficulties of distance and lack of trans- 
port. As the P.A.B. unit schedule required 13 
weeks to complete, 33 mothers received before 
delivery only a full course of penicillin, plus a vary- 
ing fraction of the dose of heavy metals. 

Satisfactory results were obtained irrespective of 
the stage of maternal infection in patients receiving 
penicillin plus at least one-quarter of the course of 
arsenic and bismuth. There was no case of con- 
genital syphilis. 

The author discusses some pitfalls in the diagnosis 
of early infantile syphilis with particular reference 
to serological tests and radiological appearances of 
the long bones [greater emphasis could usefully 
have been given to the value of quantitative tests 


Taste I 
Outcome of Pregnancy in 300 Women who Received 
at Least 1 P.+} A.B. 


s § 
3 2 3 3 
Syphilis a g £ 
< 3 3 
5 ra} 
Contagious " 3 5 112 3 a 3 6 132. 
Early latent .. 1 _ 58 1 _ 4 64 
Late latent 1 a 50 1 1 1 58 
Late 5 1 1 7 
Congenital 1 36 -- 2 39 


*‘*3 infants born full-time alive and apparently well but the 
11 mothers left the district.” 


mothers refuse to have them tested. 
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Outcome of Pregnancy in Infected and Healthy Women 


Group 


Stillbirth (%) 


Abortion (%) 


Total No. of Pregnancies 
Congenital Syphilis (%) 


Child Alive and Well (%) 
Died in First Month (%) 
Died in First Year (%) 


Previous pregnancies in 
202 women in present 
series* (untreated) .. 279 
Current pregnancies* 


70.21 95 64 2.1 64 5.4 


(treated) — 18 18 
Control group: 

2.8 — 24 40 

- — 28 — 24 41 

1947 6.449 - — 2.7 2.1 44 

1948 5.373 — — 28 — 21 39 


* Excludes those where current pregnancy outcome is unknown. 
t Only 73% of these were examined since in the remainder co-opera- 
tion was not forthcoming. 


in such cases]. He also recognizes the dangers 
attendant on neoarsphenamine treatment but sug- 
gests that all syphilitic pregnant women should 
have a full course of arsenic and bismuth as well as 
penicillin. [It is possible that, since writing this 
paper, the author has accepted the modern view 
that penicillin and bismuth are adequate and that 
arsphenamines should be avoided, especially in 
pregnant women. | S. M. Laird 


103. Poliomyelitis in Pregnancy. 

By M. J. Fox and F. H. Betrus. Amer. J. 
Obstet. Gynec., 59, 1134-1139, May 1950. 2 figs., 
16 refs. 

The authors studied 33 cases of pregnancy among 
a total of 717 patients (including both male and 
female) with poliomyelitis treated in the South 
View Hospital, Milwaukee, from 1943 to the end of 
1948. The following points were considered: (1) 
incidence of poliomyelitis in pregnancy; (2) the 
effect of the disease on the course of the pregnancy; 
and (3) the effect of the disease on the child. 

Of the 56 married women of child-bearing age (18 
to 45) included in the total, 28 were pregnant, 2 
were in the early puerperium, and one had had an 
abortion 4 days before admission; thus of these 56 
patients, poliomyelitis was associated with preg- 
nancy in 31 (57 per cent), wheras according to 
Taylor and Simmons (Amer. J. Obstet. Gynec., 
1948, 56, 143) 11.7 per cent of ali married women 
between 17 and 40 are pregnant on any given day. 
In this age group 18 to 45, the number of female 
patients with poliomyelitis was considerably in 
excess of the male, the excess being equal to the 
number of pregnant patients. Hence it appears that 
a pregnant woman is more susceptible to polio- 
myelitis than the rest of the population.. Whether 
this is due to a state of chronic fatigue or to 
endocrine changes is yet to be shown. 
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Although abortion occurred in 7 cases (21.2 per 
cent), this is no higher than the normal expected 
abortion rate for the whole population; however, in 
each case the abortion occurred during the early 
acute phase of poliomyelitis. Four patients died 
2 post partum and 2 in the early months. Difficulty 
in delivery was experienced in only 2 cases, both of 
which required Caesarean section owing to flaccid 
paralysis of the abdominal muscles. Normal babies 
were born in 22 cases and none had any congenital 
abnormality, even when the mother had developed 
poliomyelitis in the early months of pregnancy. Of 
the 2 infant deaths, 1 was due to erythroblastosis 
and the other was due to cord haemorrhage, pre 
sumably occurring during labour 
Elaine M. Sunderland 
104. Ectopic Pregnancy. A Study of 79 Cases at 
Homer G. Phillips Hospital. 
3y E. B. Situ. /. nat 
“Sept. 1950. 10 rels, 


med, Ass., 42, 300 
312, 
105. Ectopic Pregnancy. 
By C. E. DunHaM. J]. Maine med 
318, Aug 4 refs. 


Ass., 41 


1950 


io. Ectopic Pregnancy. Review of Cases at the 
Obstetrics and Gynecology Department of the San 
Juan City Hospital, from July 1945 to December 1949. 
In Eng 
R.A 
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72, 817-826, 
figs., 20 rets. 

io. Considerations in the Diagnosis of Ectopic 
Pregnancy. 

By ¢ G. CALLENDER 
103, I2 132 Sept 
©. Puncture of the Pouch of Douglas in the 

Diagnosis of Extrauterine Pregnancy. (Die Douglas- 
punktion bei der Extrauteringravidi- 
tat 

By F. 


New Orleans med. surg. 


1950. 13 refs 


Diagnose der 


SCHMELZER. Zbl. Gynik., 72, 968-974, 
15 refs 
Combined Intra-uterine and Extra-uterine 
Pregnancy. (Studio clinico sulla gravidanza composta 
intra ed extrauterina. ) 
By G. PALMIERI 
308, Sept oct 
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1i2. Pregnancy in a Rudimentary Horn of a 
Bicornuate Uterus. 
By D. Latroand R. Norman. Brit. med. J., 2, 


926-927, Oct. 21, 1950. 6 refs. 


113. A Rare Outcome of an Interstitial Pregnancy. 
(Seltenetr interstitiellen Schwanger- 
schaft.) 

By W. ScHMISCH. 
1950. 2 figs., 9 refs. 


Ausgang einer 


Zbl. Gynik., 72, 813-817 


i14. Ovarian Pregnancy Going to Term. (Embarazo 
ovarico de término primitivo.) 
By L. Lizana. Bol. Soc. 
15, 54-58, May 1950. 6 figs., 


chil. Obstet. 
12 refs. 


Ginec., 


115. Interstitial Tubal Pregnancy. (E! embarazo 
tubario intersticial. ) 

By J. L. AHumapbDa. Obstet. Ginec. lat.-amer., 
8. 70-90, Mar.-Apr. 1950. 9 figs., 41 refs. 

Nine cases of interstitial pregnancy are reported. 
The incidence of pregnancy in the interstitial 
portion of the Fallopian tube is variously reported 
by different authors as between 1 and 2.5 per cent 
of all ectopic pregnancies. 

The interstitial part of the Fallopian tube is 
10 mm. long and 0.7 to 1 mm. wide; it has been 
described as convexly curved or sharply angled. 
The epithelium is sparsely ciliated. It has been sug- 
gested that implantation of the ovum in this part 
of the tube may be favoured by previous inflamma- 
tion, congenital diverticula, or the presence of 
ectopic endometrium. A list of ten diagnosti 
criteria ts given. These depend mainly on the 
deformity of the uterine cornu, with a vertical direc 
tion oi the uterine fundus and the presence of 
decidua but no foetal elements in the uterus. 
Differential diagnosis is mainly from angular intra 
uterine pregnancy, isthmic tubal pregnancy, preg 
nancy in a rudimentary horn of a_ bicornuate 
uterus, and pregnancy in the atretic part of a 
bilocular uterus. Diagnosis at operation depends on 
various signs, one being the fact that the insertion 
of the round ligament into the uterus is medial to 
the termination of the tube. Histological examina- 
tion is imperative to establish the diagnosis with 
certainty. 

In most cases tubal rupture occurs between the 
second and third months. This usually takes place 
into the peritoneal cavity, but intrauterine rupture 
has been reported. In rare cases, pregnancy may 
continue beyond this time. Interstitial pregnancy 
has been reported after partial salpingectomy and 
one of the cases reported here was of this nature. 
Diagnosis before rupture is exceptional. One sign, 
not described before but believed to be of value, 
is the finding of a free vaginal vault, whereas in 
tubal perihaematocele the vault is fixed to the 
fundus. Puncture of the pouch of Douglas often 
vields negative results. Detection of the deformity 
of the uterine cornu on palpation, with symptoms 
and signs of ectopic pregnancy, is also diagnostic. 
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The treatment is operative but conservative, 
except in advanced cases with extensive uterine 
damage, when hysterectomy may be necessary. 

Josephine Barnes 


116. A Simple Method of Diagnosis of Tubal Preg- 
mancy. (Eine einfache Methode zur Feststellung der 
Tubergraviditat. ) 

By R. Dorrer. Zbl. Gynik., 72. 794-795, 1950. 


117. Abdominal Pregnancy at Term with a Living 
Foetus. (Embarazo abdominal a termino con feto 
vivo.) 

By R. Trocontis. Rev. Obstet. Ginec., 10, 100 
113, 1950. 4 figs., 11 refs. 


LABOUR 


118. The Biological Effect of Solar Factors (with 
Reference to Onset of Labour.) (Ueber die biologische 
Wirksamkeit solarer Vorgange (nachgewiesen am 
Wehenbeginn) .) 

By W. CyRan. 
667-671, Sept. 1950. 


** Pelvic Drive 
Study of 100 Cases, 

By E. M. Gotp. Amer. J]. Obstet. Gynec., 59, 
890-896, Apr. 1950. 3 figs., 4 refs. 

The author introduces a new concept into the 
analysis of the mechanism of labour, by coining 
the term “‘ pelvic drive ’ 

It had already been pointed out by Caldwell 
and his associates that the soft parts help to 
determine variations in the position of the curved 
axis of foetal descent within the bony pelvis. The 
three axes of descent already demonstrated are: 
(1) the axis of the posterior pelvis; (2) that of the 
mid-pelvis; (3) that of the fore-pelvis. 

It is postulated that it is not by chance alone that 
the foetus descends by any one of these axes, but 
rather that certain supporting structures of the 
lower uterine segment and cervix determine the 
axis of foetal descent in every individual case. It 
is suggested that the position of the lower uterine 
segment and the cervtx is determined by the fascial 
supports of the uterus, and that the physical state 
of the fascial attachments and their reaction to the 
forces of labour may cause a change in the position 
of the cervix and thus direct the foetal presenting 
part ‘into the posterior axis, m‘d-pelvis. or fore- 
pelvis. From a purely mechanical viewpoint, any 
alteration in the position of the foetal back will 
alter the position of the foetal presenting part 
along the direction of an arc, so that when the 
foetal back is posterior the presenting part is 
anterior; the same consideration applies in the con- 
verse case. 

From lateral radiographs (reproduced) it is 
evident that the presenting part maintains a con- 
stant relation to the foetal back. When the back is 


Geburts. u. Frauenheilk., 10, 


6 refs. 
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anterior in relation to the maternal spine, the pre- 
senting part is being directed into the posterior 
pelvic segment of the inlet. When the foetal spine 
lies midway between the symphysis and maternal 
spine, the presenting part is being directed into the 
mid-portion of the pelvic inlet; lastly, when the 
foetal back is in close relation to or parallel to the 
maternal spine the presenting part is directed 
towards the symphysis pubis. 

It was noted that in every case an angle between 
the foetal and maternal spines existed; this angle 
the author calls the ‘‘ drive angle’’. When the 
drive angle approaches 90 degrees the drive is into 
the posterior pelvis. When the drive angle is more 
acute than go degrees the drive is into the middle 
of the pelvis, and in its most acute phase the drive 
is into the fore-pelvis. 

In 100 cases at the Jewish Hospital, Brooklyn, 
the drive angle was determined. The most advan- 
tageous posterior pelvic drive was found to be 
associated largely with the gynaecoid type of 
pelvis. In cases of mid-pelvic drive there was pro- 
gressive increase in percentage of ‘‘ android ’’ and 
‘* platypelloid ’’ types of pelvis. In the “‘ anthro- 


poid’’ type of pelvis there was no significant 
change in the percentages of different types of 
drive. The type of delivery is related to the type 
of drive; with the advantageous posterior pelvic 
drive is associated a high rate of spontaneous 
delivery, whereas with the abnormal fore-pelvic 


drive there is an increase in the incidence of mid- 
forceps delivery, and 100 per cent increase in the 
incidence of Caesarean section. 

This study is useful in cases of arrested or slowly 
progressing labour, where it is common practice to 
apply a tight abdominal binder. Several cases 
have been radiographed at the Sloane Hospital for 
Women, before and after such application of 
binders to patients in labour. The films showed 
that, with the binder, the foetal back is displaced 
backwards towards the maternal vertebral column, 
so that the drive angle becomes acute or even 
parallel to the maternal spine and the pelvic drive 
becomes fore-pelvic. In the light of the author’s 
results, it may be conjectured that such practice 
is detrimental to the outcome of labour. It would 
be much better to make the patients walk. or stay 
on their feet, so as to throw the weight of the 
pregnant uterus forward mechanically, and thus 
achieve a good drive angle with a posterior pelvi 
drive. J. Rabinowtich 


120. The Tocopherols in the Physiology of Child- 
birth. (I tocoferoli nella fisiologia ostetrica. ) 

By P. Cattaneo and A. Mariani. R.C. Inst. sup. 
San., 13, 424-442, 1950. 5 figs., 16 refs. 


121. The Role of Estrogen in the Estrogen-Re- 
laxin Relationship in Symphyseal Relaxation. 

By R. V. TatmaGe. Endocrinology, 47, 75-82. 
Aug. 1950. 1 fig., 6 refs. 


122. Principles and Technique of External Uterine 
Tonometry. (Grundlagen und Technik der ausseren 
Wehenmessung. ) 

By H. SauTER. Gynaecologia, Basel, 129, 209 
225, Apr. 1950. 3 figs., bibliography. 

After a brief review of the literature, starting 
from the independent work of Schaffer and 
Bukoemsky (1896) and with special reference to 
studies on uterine tonometry by Crodel, Frey, and 


Lorand whose instruments are desc ribed, the 
tuthor outlines the results of work at his own clinic 
it the University of Ziirich He stresses the 
unreliability of tonometric readings as exact indica 
tions of the strength or weakness of uterine 
contractions in labour. The mechanism of the 


various Observers 1s 
similar, although differing in details of construc- 
tion and method of application to the surface of the 
abdomen. 

Chere are possibilities of fallacy with all types 
of tonometer; the abdominal wall, which varies 
in thickness and hardness, intervenes between the 
instrument and the uterus; during uterine contrac- 
tions the patient may move and her abdominal 
muscles may contract; the uterus is a hollow organ 
and the tone of its muscle fibres varies with differ- 
ing degrees of distension; the foetus may move and 
iffect the recording; and the bladder may or may 
not be distended. These factors, together with 
mechanical variations in the working of the 
apparatus or in the method of handling constitute 
possible sources of error. Unless the error be 


tonometers used by these 


considerably less than the reeorded deflection 
indicating changes in tone of the uterine muscle 


the reading is quite unreliable. Reproductions of 
recordings made on the same patient show the 
variation obtained by alteration of the pressure 
with which the instrument is applied to the 
tbhdominal wall, 

Discussing the usefulness of the different types 
of tonometer, the author condemns the new 
‘ handy portable instrument devised by LérAand 
for general practitioners, stating that it in no way 
satisfies the essential requirements. He recognizes 


that the multi-channel tokodynamometer of 
Reynolds has the advantage that it records at the 
same time the nature of the muscle contractions in 
the upper, middle, and lower segments of the 
uterus, records being thus obtained. as Reynolds 
claims, ‘‘ concerning the origin and spread of the 


uterine contractions, instead of giving limited 
injormation concerning the expulsive force and 
duration of the contractions at a single point ’’. 
This apparatus has no freely movable receiver and 
in consequence does not lead to fallacies as above 
described, its Stratham strain-gauge dynamo- 
meters making direct electrometric tracings on an 
electric-spark frictionless recorder. On the other 
hand, the author comments that the whole 
apparatus is very complicated and expensive and 
that it does not do all that its name implies 
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Summarizing the conclusions to be drawn irom 
his thorough analysis of the technique of tonometry, 
the author states that the hardness of the uterine 
wall is measured by this instrument, but not the 
intensity of the labour pains. The ratio of these 
quantities varies in every particular case, and a 
norm of uterine tonus cannot be established; hence 
it is senseless to talk about ‘‘ hypotonic ’’ and 
‘‘ hypertonic ’’ inertia uteri. Tonometry neverthe- 
less has important possibilities in the study of the 
effect of drugs on the uterine muscle. 


E. W. Kirk 


123. Characteristics of the Gradients of Uterine 
Contractility during the First Stage of True Labor. 

By L. M. Herman, J. Harris, and S. R. M. 
ReYNOLDS. Bull, Johns Hofk. Hosp., 86, 234-248, 
Apr. 1950. 7 figs., 4 refs. 

An analysis was made, by means of recordings 
made on the multi-channel strain-gauge tokodyna- 
mometer, of the first stage of labour in 151 
normal women who had normal confinements. 
Tracings were divided into 20-minute periods for 
comparison, and for further understanding the 
first stage was divided into three parts. In addition 
to the average duration of labour and the degree 
of cervical dilatation in each third, the mean 
intensity of contractions, duration of contractions, 
the mean contraction time, the frequency of con- 
tractions, and the hourly rate of work were cal- 
culated. A comparison was also made between 
primiparae and multiparae. Tables and graphic 
representations show the comparison between these 
readings at the level of the fundus, mid-uterus, and 
lower uterus. It was found that throughout labour 
the contractions of the fundus are stronger and last 
longer than those of the mid- and lower uterus. This 
fundal dominance increased as labour progressed— 
in primiparae by 41.5 per cent, and in multiparae 
by 60.1 per cent. The lower uterus was inactive 
during the first third of the first stage in 75 per cent 
of primiparae, and in g3 percent of multiparae; and 
after this stage in go per cent of all patients. In 
those who did show some contraction of the lower 
segment it was of insignificant strength. 


E.H. Johnson 


124. Electrical Activity of the Human Uterus in 
Labour. The Electrohysterograph. 

By C. M. and G. J. Hertscu. Amer. J. 
Obstet. Gynec, 59, 25-40, Jan. 1950. 14 figs., 21 
refs. 

The authors have developed an instrument which 
they call the electrohysterograph (EHG), with an 
alternating current system which allows recording 
on six channels simultaneously, the writing being 
done by electrically activated pens on chemically 
sensitive paper. The electrodes are placed on the 
abdominal wall in pairs about 6 cm. apart, one 
pair on the left and one pair on the right near the 
uterine cornua and a third on the midline of the 
fundus. <A total of 78 parturient patients was 
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studied, of whom 69 were in normal labour, 8 had 
uterine inertia, and 1 was in false labour. The 
results showed that the contracting human uterus 
is electrically active and that this activity may be 
picked up by electrodes, especially if they are placed 
on the abdominal wall at the above-mentioned sites. 
In normal! labour there are two significant features 
inthe pattern. First, the electrical activity consists 
of characteristic waves at a frequency of about one 
third cycle per second (cps.) and an amplitude of 
100 to 500 microvolts. Second, the electrical 
activity may be recorded by one, two, or all three of 
the leads In well-established, active labour, 
activity is seen in all three leads and is qualitatively 
alike in all three. In early labour electrical activity 
of the characteristic type is seen in one or two but 
not inall three leads. The frequency remains about 
one-third cps., but the amplitude is usually smaller 
than in strongly active labour and the total 
duration of the activity is relatively short. There 
is also seen in early labour a phenomenon strongly 
suggestive of propagation of an impulse. The 
activity begins in the left lead, is then seen in the 
centre (fundus) lead, and is seen last in the right 
lead. As labour progresses the interval between 
activity in one lead and in the next become shorter 
until all three leads begin to show activity at the 
same time. 

In false labour, activity is seen in 1 or 2 leads 
only, the type of record being indistinguishable 
from that seen in very early normal labour. The 
frequency is one-third to one cps. and the amplitude 
is usually 100 to 300 microvolts. When true labour 
begins activity extends to all three leads. 

In uterine inertia activity is registered in only 
onelead. It is very irregular, with sharp waves 
superimposed, and the over-all pattern does not 
resemble that of normal labour. 

These patterns of electrical activity suggest a 
theory of the action of uterine muscle during labour. 
If the myometrium be considered as a unit, it 
appears that muscular activity begins at one point 
in early labour and then spreads to the remaining 
muscle as labour advances. In early labour, with 
activity at one point leading to activity at the next 
point, it may be assumed that the original point 
acts asa pacemaker. In strong labour it seems that 
activity begins at the same time at several points. 
There is no evidence pointing to any one particular 
part of the uterus as the pacemaker, since the 
earliest activity has been found at both cornua and 
at the fundus. Electrodes placed on the lower part 
of the abdomen show that there is practically no 
activity in the lower part of the uterus. 

It can be demonstrated histologically that the 
uterine muscle fibres are joined together by fine 
protoplasmic continuations; it has also been shown 
that small pieces of uterine muscle behave as a unit, 
that is they react electrically as a true functional 
syncytium. The reactivity of this muscle depends 
on the presence of oestrogens (among other sub- 
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stances) and variations of reactivity depend on 
transmission of the electrical impulse over large or 
small numbers of fibres. When reactivity is slight 
there is little transmission and consequently only 
a small number of fibres will contract as a unit. 
The action potential of uterine muscle is a mono- 
phasic spike of short duration. The waves recorded 
from the abdominal wall or directly from the 
exposed uterus are complex and irregular. They 
may be explained as the result of contraction of a 
large group of fibres, the form of the wave being 
distorted by the activity of adjacent groups of 
fibres and by transmission of the waves through a 
mass of tissue. In normal labour, then, there are 
large groups of fibres reacting as large syncytia 
more or less simultaneously. This produces 
a strong contraction of a large segment of the uterine 
muscle and when this goes on in all the adjacent 
syncytia within a short time the efficient contrac- 
tion of normal labour results. In uterine inertia this 
type of activity is not seen. There is often no 
appreciable electrical activity on the surface of the 
abdomen despite a hard painful contraction. When 
activity is seen in one lead the waves are short, 
sharp, and irregular, suggesting that only small 
groups of fibres are contracting asa unit and that the 
electrical output of most of these units is too small 
to reach the surface. The individual fibres contract 
to some extent, producing hardening and pain, 
but because of lack of transmission of the impulse 
the contraction is not effective. The basic defect 
in uterine inertia is thus a lack of ‘‘ excitability ’’ 
of the individual fibres and their protoplasmic 
extensions. J]. Browne 


125. Experiences with Tokometry in 1,500 Labours, 
(Erfahrungen mit der Tokometrie bei 1,500 Geburten.) 
By K. Szecs1. Gynaecologia, Basel, 130, 210-220, 


Sept. 1950. 1 fig., 15 refs. 


126. The Signs of Placental 
Ziechen der Plazentalésung.) 

By W. Escupacu. Zbl. Gynik., 72, 1018-1024, 
1950. 10 figs., 11 refs. 


Separation. (Die 


Separation of the Normally 
A Clinicopathological Study of 


r27. Premature 
Implanted Placenta. 
476 Cases. 

By L. I. Sexton, A. T. Hertic, D. E. Rep; 
F. S. KELLoGG, and W. S. Patrerson. Amer, J. 
Obstet Gynec., 59, 13-24, Jan. 1950. 23 refs. 

This is a clinical and pathological study of 476 
cases of premature separation of the normally im- 
planted placenta occurring at the Boston Lying-in 
Hospital among 40,547 deliveries from 1931 to 1946 
inclusive, an incidence of 1 in 85. Of these, 276 
were non-toxic idiopathic, and 200 toxic cases. 
Premature separation in the non-toxic group was 
explained as follows: decidual trophoblastic 
degeneration only (clinically diagnosed 137, patho- 
logically diagnosed 3), 140 cases; circumvallate 
placenta 82; short cord or marginal insertion of 
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ord, 8; succenturiate placenta, 2; rupture ol 


marginal sinus aggravated by degeneration ol the 
cidual trophoblastic junction, 32; excessive intra 


multiple 


iterine pressure 1n polyhydramnios or 
pregnancy, 9 (it 1s thought that the separation 1s 
lue to the sudden diminution of pressure when the 
membranes rupture); trauma, 3. Though a patho 
gnomonic placental lesion was not found, the 
,uthors attach importance to trophoblastic degener- 
necrosis of the decidua which, it is 


ation and 
believed, lead through loss of support to rupture of 
the maternal sinusoids and to retroplacental 
Any interference with the uterine 


haemorrhage 
In the 


irterial supply must aggravate this process. 
toxic group the underlying process was similiar but 
in addition there were changes described as acute 
itheroma of the decidual arteries. These were, 
however, actually demonstrated in only 7 of the 
174 toxic cases available for study and all of these 
occurred in patients who before pregnancy had had 
established renal or vascular disease. The authors 
think, however, that vascular spasm, without 
demonstrable lesions morphologically, may play 
the major part in premature separation of the 
normally implanted placenta 

The maternal mortality in the series was 3.1 per 
cent and the foetal mortality 41 percent 


F. ] Browne 
128. The Management of the Third Stage of 


Labour. 
$y J. L. CLart 
10 refs. 


Sth. med. Surg., 112, 248-2 


\ug. 1950 
29. A Study of the Histologic Structure of the 
Cervix Immediately Post Partum. 
sy L. V. Dit Imer. J. Obstet. Gynec., 59, 
45-704, Apr. 1950. 7 figs., 14 rets 
In an attempt to determine whether dilatation 
of the cervix in labour is an active or a passive 
phenomenon, the author studied the histological 
iterations in the cervix immediately after delivery 
of the placenta in 100 consecutive normal labours 
t the United States Naval Dispensary, Wash 
ington 


Careful observations were made of the progress ot 


labour, so that the total iength of labour (from the 
itient’s first sensation) and the true length (from 
the beginning of progressive dilatation of the 
rvix) were ascertained. Sedation was used in all 
use tbout 10 per cent of patients had caudal 
inalgesia. Biopsy specimens were taken from both 
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ior and posterior lips of the cervix im 
mediately after delivery of the placenta, by wedge 
excision of 1.5 to 2 cm. depth; areas of evident 
localized injury or disease were avoided. These 
specimens were all analyzed in four zones: (1) 
subepithelium; (3) circular and 
longitudinal muscle; (4) connective tissue in the 
iscular central core. Variation in these four 
ireas were compared statistically with the clinical 
ispect of the cervix and the length of labour. The 
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figures obtained fail to show any correlation with 
the length of labour and with the parity of the 
patient. 

The author observes that ‘‘ the muscular layer is 
more efficient as a contraction sphincter in direct 
proportion to tts size and muscle content. If muscle 
fibres responsible for active dilatation are present, 
ind the existence of such fibres is merely a supposi- 
tion, since they have not been demonstrated, they 
ire too few to be effective, except perhaps when the 
sphincter mechanism is paralysed. Dilatation of 
the pupil is effected in such a manner, and it is 
reasonable to assume that the mechanism of cervical 
dilatation may be similar. This study tends to 
show that the mechanism of dilatation of the 
cervix during labour is either entirely passive or 
chiefly passive, with relaxation of the sphincter 
playing the major role and active dilatation playing 
only a minor role. Retraction of the cervix is 
accomplished by contraction of the uterine muscle 
in the lower uterine segment and the body of the 
uterus.”’ 

The author concludes that, by the methods em- 
ployed in this work, ‘* it was impossible to relate 
the length of labour to the quantity or quality of 
epithelium, fibrous tissue, muscular or vascular 
elements which go to make up the human cervix’ 

Donald Beaton 


130. Tuberculin Allergy in Relation to Labour and 
the Puerperium. (L‘allergia tubercolinica in rapporto 
i] parto e al puerperio.) 

By C. Scartozz1and L. Enrico. Minerva ginec., 
2, 372-378, Sept. 1950. 35 refs 


31. Obstetrical Emergencies. 
By H. R. Mac LENNAN. J med Ass Ewe zy. 
54-58, Oct. 1950. 4 figs. 


132. Obstetrical Emergencies. 
By J. E. CunninGuHam. J. med. Ass. 27, 
538-60, Oct 1950. 


144. Obstetrical Emergencies. 
By A. W. Spain. /. med. Ass. Eire, 27, 60-62, 
efs, 


Oct. 1950. 


134. Metreurysis at Delivery. Ballonginnleggelse 
tor a framkalle todsel. ) 

By R. C. LancsBatte. Nord. Med., 43, 699-701, 
Apr. 28, 1950. 19 refs. 

The history of the method of inducing labour by 
introduction of bags is reviewed and the author 
reports on 430 case*treated in this way at Oslo 
between 1930 and 1946 (1.2 per cent of all births m 
the hospital). The most frequent indication was 
pre-eclampsia, for which the live-birth rate was 
383 per cent; for foetuses weighing over 2,500 g. 
the survival rate was g2 per cent, whereas of those 
weighing under 1,500 g. only 50 per cent lived 
There were no maternal deaths in this group of 
cases. In eclampsia the foetal mortality was 27 per 
cent and there was a maternal mortality of 6 per 
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cent. Other conditions treated were placenta 
praevia (15 cases only), prolongation of pregnancy, 
and maternal diabetes. 

The use of the method is associated with a 
definite tendency to puerperal pyrexia, though the 
latter is not influenced by the length of time the 
bag is retained. There were also cases of pelvic 
infection. The child may suffer from displacement 
of the presenting part and prolapse of the cord 
(5.4 per cent). Kenneth Bowes 


135. A Medical Method of Dilatation of the Cervix. 
(Un procedimiento medico de dilatacion cervical.) 

By E. VaLenzueca Siez. Bol. Soc. chil. Obstet. 
Ginec., 15, 21-32, Apr. 1950. 7 rets. 

A method is described for medical dilatation of 
the cervix. This consists in the intravenous admini- 
stration, drop by drop, ofa mixed solution consist- 
ing of oxytocics, antispasmodics, sedatives, and 
analgesics, regulated according to the circum- 
stances of the case under treatment. The 
membranes are ruptured artificially at the begin- 
ning of treatment. 

The oxytocic used consists of a calcium and 
quinine preparation with 5 units of pituitrin in 200 
to 300 ml. of physiological saline. As a sedative 
and antispasmodic, morphine was used at first, 
20 mg. in 200 to 300 ml. Recently demerol 
(pethidine) has been used in a dilution of 100 mg. 
in 200 to 300 ml. Finally, a trial has been made of 
dihydroergotamine in doses of 0.25 mg. 

The effect begins soon after the infusion starts; 
in 2 to 3 minutes regular contractions begin and 
dilatation of the cervix may be accomplished in a 
quarter of an hour, certainly within one hour of 
beginning the perfusion. When dilatation is com- 
plete, treatment may be discontinued or continued 
with a smaller amount of oxytocin during the 
period of expulsion. 

A total of 78 cases is described. These are 
divided into three groups. The first group con- 
consisted of 26 cases of foetal distress with early 
dilatation of the cervix. Dilatation was complete 
in 17 cases in 10 to 95 minutes. Operative delivery 
was performed in 21 cases, forceps extraction in 16, 
version in 1, and Caesarean section in 4. One 
foetus died. 

The second group consisted of 39 cases of slow 
or arrested dilatation of the cervix. Thiopentone, 
in addition to the other substances mentioned, was 
given in a dose of 0.45 g. in the intravenous drip 
to one patient, and two received “‘ evipan ’’, 1.16 
and 0.40 g. Dilatation was complete in 38 out of 
the 39 cases in 9 to 106 minutes. Delivery was 
spontaneous in 30 cases and by operation in 9. 
One baby died. The third group consisted of 11 
cases, in which the method was used for induction 
of Ihbour. De'ivery was spontaneous in 5 cases, 
and operative in 4. One foetus was stillborn. 

‘‘Methergin’’ was also tried by infusion in 
doses of 0.11 to 0.20 mg. It was found to be 


I 


129 


infertor to calcium, quinine, and pituitrin as an 
oxytocic, 

It is considered that this method can be 
trial of labour in primigravidae when the head is 
not engaged. The existing circumstances (inertia 
or hypertonicity, spasm or thickness of the cervix) 
must be taken into account in each case in 
determining the relative dosage of oxytocics, anti 
spasmodics, and analgesics used. 

{This appears to be a ‘* blunderbuss ’’ method; 
some simplification would be desirable. Quinine 
has been shown to be an unreliable oxytocic and 
dangerous to the foetus, whereas oxytocin given 
by a carefully control'ed, intravenous drip is 
effective and safe in suitable Pethidine 
tends to cause severe side-effects when given intra- 
venously, but is much less likely to do so when 
given intramuscularly. Morphine is best avoided 
when there is a possibility of rapid delivery, owing 
to the risk of severe foetal apnoea. It would there- 


used .or 


cases. 


fore appear more reasonable to use an intravenous 
drip infusion of oxytocin and to supplement this 
with such sedatives and analgesics as may be 
indicated in the particular case. | ; 
Josephine Barnes 


136. Status of Membranes and Uterine Contraction 
Characteristics as Criteria for Clinical Success or 
Failure in the Use of Pitocin by Continuous Intra- 
venous Drip for Induction of Labor. 

By S. R. M. Reynotps, S. Lupin, R. WALTMAN, 
B. Detson, and L. Tispatt. Amer. J]. Obstet. 
Gynec., 59, 1062-1068, May 1950. 7 refs. 

The success of intravenous “‘ pitocin’’ in induc- 
tion of labour was assessed from 34 observations on 
24 patients who had not gone into labour. Four 
attempts were made to induce labour in one patient 
with hypertension during the 36th and 37th weeks 
of pregnancy, but the remaining cases were in the 
39th and goth weeks. 

Clinical success was claimed when cervical 
dilatation progressed within several hours and the 
uterus emptied itself subsequently. Clinical failure 
was considered to result when labour did not begin 
for more than 3 hours after withdrawal of pitocin. 
The records of uterine activity were obtained by 
means of a two-channel strain ‘gauge tokodynamo 
meter. 

Rupture of membranes just before or after the 
administration of pitocin was a most important 
factor in the success of the induction. Only 1 
patient in 20 with intact membranes went into 
labour, whereas there were only :» failures out of 
14 cases when the membranes were ruptured just 
before or after the administration of pitocin. 

In successful cases 75 per cent of patients had 
contractions of increasing intensity within 20 
minutes of starting the intravenous pitocin, but in 
about 74 per cent of the failures the drug had no 
effect on intensity, or else the contractions were 
diminished. Similarly, in two-thirds of successful 
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cases, the duration of the contractions was 
increased, whereas in 82 per cent of failures there 
was no effect or the duration was shortened. In 
two-thirds of the successful cases fundal dominance 
increased within the first 20 minutes, as opposed 
to 14 per cent of failures. Frequency of contrac- 
tions was increased in 83 per cent of successes and 
in 54 per cent of failures; in 17.7 per cent of failures 
there was no Braxton Hicks activity before induc- 
tion, and no activity resulted from induction. 
Increase in frequency of contractions is not, there- 
fore, an important sign. 

Increase in intensity and duration of contractions 
and in fundal dominance proved to be important 
characteristics. Two or three of these were present 
in 83.3 per cent of successful inductions and in only 
18.2 per cent of unsuccessful inductions. On the 
contrary, none of the characteristics, or only one, 
was present in 16.7 per cent of successful inductions 
and 81.8 per cent of unsuccessful inductions. 
When 2 or 3 of these characteristics were present 
in the first 20 minutes, 10 out of 14 patients went 
into labour. These results are statistically highly 
significant. Margaret C. S. Binnie 


137. The Role of the Modern Ergot Alkaloids in 
Obstetrics. (Ueber die Bedeutung der modernen 
Mutterkornalkaloide in der Geburtshilfe.) 

By E. Letnzincer. Wien. klin, Wschr., 62, 
581-585, Aug. 25, 1950. 2 figs., 3 refs. 


138. Induction of Labour by Benestad’s method 
(modified) . (Partus provocatus a.m. Benestad 
modificeret ) .) 

By H. Trier. Nord. Med., 44, 1281-1285, Aug. 
11, 1950. 169 refs, 


139. Is Medical Induction of Labour Dangerous in 
Postmaturity? (Ist die medikamentise Geburtseinlei- 
tung bei iibertragener Schwangerschaft ungefahrlich? } 

By J. Runt. Geburts. u. Frauenheilk., 10, 671- 
676, Sept. 1950. 7 refs. 


140. Management of Labour. Bidigital Dilatation 
of the Cervix without Rupture of the Membranes, 
during the Action of Sedative-Antispasmodic- 
Analgesic Medication. (A proposito del ‘‘ gobierno y 
direccion del parto’’. La dilatacién bidigital arti- 
ficial del cuello con bolsa integra, bajo la accién de 
la medicacion sedante-antispasmoddica-analgésica. ) 

By J. Lton. Prensa méd. argent., 37, 1955 
1957, Aug. 25, 1950. 

141. Foetal Loss in Breech Presentation: Primi- 
gravidae and Multigravidae Compared. 

By T. F. Repman. Brit. med. ]., 1, 814-818, 
Apr. 8, 1950. 5 refs 

The results of 243 breech deliveries and extrac- 
tions in primigravidae and multigravidae in a 
hospital during 1947 and 1948 are reviewed. The 
technique was conservative so far as possible. A 
routine episiotomy was performed in primigravidae. 
In all cases the head was delivered by the 


Mauriceau-Smellie-Veit manoeuvre or by forceps. 
If the breech did not descend well owing to inertia 
or lack of co-operation on the part of the mother, 
groin traction was preferred to breech extraction. 
In only 10 cases of the series was breech extraction 
carried out. 

When cases of foetal abnormality, unexplained 
intra-uterine death, neonatal death due to disease 
of the foetus, toxaemia, ante-partum haemorrhage, 
and diabetes had been excluded from the analysis, 
the corrected foetal mortality tor primigravidae 
was 6.8 per cent, and for multigravidae 8.6 per 
cent. The deaths connected directly with breech 
delivery were analyzed and found to be due to: 
prolapsed cord (5 cases); contracted pelvis (4 cases); 
large baby (1 case); delivery without an attendant 
(1 case) and cervical dystocia (1 case). The author 
draws attention to the fact that foetal mortality 
was greater in multigravidae than in primigravidae. 
He holds that as much consideratton should be 
given to the care and management of a breech 
presentation and delivery in a woman who has had 
previous normal confinements as to breech pre- 
sentation in a primigravida. Large babies and 
minor degrees of pelvic contraction are likely to be 
overlooked in the multigravida, and prolapse of the 
cord is more common. He advocates external 
cephalic version, careful measurement of the pelvis 
by all means available, and hospital delivery in all 
breech cases. 

|What is still lacking is an accurate means of 
estimating the size of the baby and, more 
especially, the cephalopelvic relation in a breech 
presentation. | Jean R. C. Burton-Brown 


142. A New Simple Method of Fetometry in Breech 
Presentations, 

By T. E. RoGers and E. L. GRIFFIN. Amer, /. 
Obstet. Gynec., 59, 909-914, Apr. 1950. 4 figs., 
14 refs. 

Recognition of cephalopelvic disproportion in 
cases of breech presentation being one of the most 
serious problems of obstetrics, the authors have 
attempted to devise a very simple method of 
foetometry. The seriousness of cephalopelvic dis- 
proportion cannot be overstressed as it is usually 
not discovered until late in the second stage of 
labour, when delivery may prove to be impossible 
or the child may die from asphyxia owing to delay 
in the application of the various methods of 
delivery. The method described by the authors is 
simple enough for use in any hospital x-ray depart- 
ment and is easily interpretable by the average 
obstetrician or radiologist. The technique is based 
on simple isometric measurements made with the 
aid of a Colcher-Sussman centimetre-graded ruler, 
which is placed in the plane of the foetal head, with 
the patient in a recumbent position on the X-ray 
table. In an average-sized woman the ruler is placed 
6 cm. below the anterior abdominal wall at the 
level of the foetal head. In an obese woman the 
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ruler is dropped to 7 cm. below the abdominal wall. 
An anode-film distance of 40 inches (100 cm.) is 
advised, with exposure factors of 85 kV. and 
240 mA. An antero-posterior film is taken and 
either the biparietal or sub-occipito—bregmatic 
diameter is measured with a caliper, the true 
diameter being obtained from the image of the ruler 
on the film. In measuring the foetal head the 
caliper should be placed on the outermost portion 
of the white line which represents the periosteum of 
the foetal head. If the wet film reveals the foetal 
head to be in an oblique position rather than a 
true antero-posterior or true lateral position, then 
an abdominal binder is applied which usually brings 
the foetal head into the required position. 

The authors applied this technique in 50 cases 
and found the average measurement of the sub- 
occipito-bregmatic diameter to be 9.64 cm. On 
comparison with measurement of the newborn 
head the error was much less than 5 per cent. 

J. Rabinowitch 


143. Breech Labour in Elderly Primiparae. (Parto 
pélvico em primiparas idosas.) 

By S. OtyMp1a po VaL. Rev. Ginec. Obstet., 
44, 493-500, Aug. 1950. 21 refs. 

144. Management of Malposition of the Vertex. 

By H. R. MacLennan. Brit. med. J., 2, 800- 
804, Oct. 7, 1950. 


145. Face and Brow Presentation. The Experience 
of the Johns Hopkins Hospital, 1896 to 1948. 

By L. M. Hetiman, J. W. W. Epperson, and 
F. Connat_ty. Amer. J. Obstet. Gynec., 59, 831- 


842, Apr. 1950. 5 figs., 5 refs. 

Impressed by the paucity of recent references to 
the extended position of the foetal head, the authors 
have analyzed 141 cases of face presentation and 45 
of brow presentation from the records of the 
Obstetrical Clinic at Johns Hopkins Hospital. 
Cases of gross foetal abnormality (16) associated 
with extended positions of the head were excluded. 
Face presentation was found to occur in 1 in 468 
deliveries, and brow presentation in 1 in 1,498. 
The former was more common in negresses, the 
latter in white patients. Of face presentations, the 
mento-anterior position occurred in about 42 per 
cent and the primary mento-posterior in 30 per cent. 
Both face and brow presentations were markedly 
more common in multigravidae, and especially in 
patients of high parity. Contracted pelvis was 
found in 39.7 per cent of the cases cf face presenta- 
tion and 53.8 percent of those of brow presentation 
(in the clinic in general the incidence of pelvic con- 
traction was 32.4 per cent for negresses, and is 11.5 
per cent for the white patients). 

In general a conservative attitude is advocated, 
as most cases are deliverable spontaneously or by 
easy forceps. There was no marked incidence of 
perineal injury at confinement, but uterine inertia, 
prolapse of the cord, and infection were definitely 
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associated. There were 3 maternal deaths, all in 
cases of brow presentation. The authors stress the 
importance of careful investigation of the patient 
in selection of the method of delivery. If there is 
pelvic contraction they advocate Caesarean section 
in view of the very high foetal mortality in vaginal 
delivery. They believe that version may still have 
a small place in treatment if the pelvic size is 
normal. Spontaneous delivery occurred in 50 per 
cent of the cases of the mento-posterior position 
and the authors feel that the dangers of this 
position have been exaggerated. 
Kenneth Bowes 


140. Occipito-posterior Positions. 
bjudning.) 

By L. Proman. Nord. Med., 43, 701-704, Apr. 
28, 1950. 19 refs. 

The author gives a review of recent work on the 
causation and treatment of the occipito-posterior 
position and includes references to the more recently 
published literature on the subject. 

He then discusses 460 cases of occipito-posterior 
presentation. Delivery was prolonged in 50 per cent 
of the primigravidae and 13 per cent of the multi- 
gravidae. The baby weighed over 4 kg. in 18 per 
cent of the first, and in 30 per cent of the later 
pregnancies. Premature rupture of the membranes 
occurred in 66 per cent and 25 per cent of cases 
respectively. Detailed tables are given of the 
results of labour. Spontaneous rotation of the 
vertex took place in 50 per cent of the primigravidae 
and 94 per cent of the multigravidae. 

The author favours manual rotation followed by 
forceps extraction when assisted delivery is 
indicated, with episiotomy in the primigravid 
patient. He discusses in detail the various 
manoeuvres for rotation of the head. In 87 cases 
in this series either rotation was required or delivery 
occurred face-to-pubes; 28 patients were delivered 
in the last-named manner, 39 by forceps rotation 
and extraction, and 20 by manual rotation and 
forceps extraction. Kenneth Bowes 


(Vidéppen hjass- 


147. The Treatment of Occiput-posterior Positions. 

By E. L. Krnc and J. A. King. New Orleans 
med. surg. ]., 103, 127-128, Sept. 1950. 

148. Internal Podalic Version. 

By J. O. E. Apruorp. S. Afr. med. ]., 24, 254- 
258, Apr. 8, 1950. 

By internal podalic version is meant that opera- 
tion whereby any presentation is converted by 
intra-uterine manipulation into a breech, the cervix 
being sufficiently dilated to permit the passage of a 
hand. This is probably one of the oldest obstetrical 
manoeuvres, but the author suggests that it has 
suffered neglect because of the greater popularity 
of forceps delivery and also because of the relative 
and apparent ease with which Caesarean section 
may be performed. 

Version requires nice judgment and experience of 


|| 
i 
= 
; \ 


132 
breech delivery. The secret of employing version 
successiuily is to use it as a method otf choice and 
not as an alternative to some other operative pro- 
cedure which has already failed and jeopardized 
the lives of both the mother and the child. It is 
not suggested as a panacea for all obstetric ills, but 
it has a definite place as an operative measure and 
the scope is far wider than is generally thought. 
Internal version may be used alone to correct a 
malpresentation or it may be followed by extraction 
of the child, which is preterable if feasible. The 
conditions to be fulfilled before version are 
enumerated; the cervix must be fully dilated, or 
fully dilatable. The uterus must be relaxing well 
between contractions or capable of being made to 
relax; the pelvis must be of such a size and shape 
as to permit the vaginal delivery of a living child. 
The position of the baby must be accurately 
ascertained. The author’s technique is given ina 
very practical way. The main contra-indications 
are a prejudicial degree of pelvic contraction and 
the major degrees of placenta praevia. 

The author discusses anaesthesia, which must be 
deep enough for uterine relaxation and yet must 
affect the baby as little as possible 

Lilian Raftery 


149. The Status of Internal Podalic Version in 
Obstetrics. 
By E. B. TRowsripGe. Amer. J. Obstet. Gynec., 


60, 525-532, Sept. 1950. 


150. Spontaneous Delivery by an Unusual Route in 
the Presence of Severe Lesions due to Chemical 
Cauterization of the Vagina. (Parto spontaneo per via 
inconsueta per gravi postumi di causticazione chimica 
della vagina.) 

By P. Murti. Clin 
June, 1950. 20 refs. 


ostet. ginec., 52, 154-156, 


151. Surgical Aspects of Abnormal Twinning. 
By J. M. Farris and R.C. BisHop. Surgery, 28, 
143-453, Aug higs., 


1950. 7 30 rets 


152. A Living Child after Intra-uterine haemor- 
rhage from a Torn Umbilical Cord. (Lebendes Kind 
bei intrauteriner Nabelschnur-Rissblutung.) 

By W. A. Jaucu. Gynaecologia, Basel, 130. 


275-277, Oct. 1950. 2 figs., 2 refs. 


153. Rupture of the Uterus. (Rotura Uterina.) 

By O. Varas. Bol. Soc. chil. Obstet. Ginec., 
15, 65-71, June 1950. 2 refs. 

154. Rupture of the Uterus. 

By C. A. Gorpon, A. H. Rosentuat, and J. L. 
O'Leary. Amer. J. Surg., 80, 259-269, Sept. 1950. 

155. Manual Removal of the Placenta. (Extraccion 
manual de la placenta.) 

By J. R. PitracuGa. 
114-125, figs. 


Rev. Obstet. Ginec., 10, 
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Injections of 
Pituitary 


1560. The Effects of Intravenous 
Ergonovine and Solution of Posterior 
Extract on the Postpartum Patient. 

3y W. J. Dieckmann, J. B. ForMAN, and G. W. 
PHILLIPS. Amer. a. Obstet. Gynec., 60, 655-657, 
Sept. 1950. 3 refs. 


Treatment of Post-partum Haemorrhage with 
(Behandlungen von Nachgeburts- 


157- 
Large Curettes. 
blutungen mit der grossen Kurette.) 

By F. Dorner. Geburts. u. Frauenheilk., 
690-693, Sept. 1950. 2 refs. 


10, 


158. A Case of Massive Post-partum Intestinal 
Haemorrhage. (Un hemorrhagia intestinal 
masiva postpartum.) 

By C. Cuappras BERTRAN. Rev. 
Ginec., 9, 269-270. July—Aug. 1950. 


caso de 
esp. Obstet. 
159. Postpartum Pelvic Hematoma. 


By M. A. Beer and J. I. KusHner. 
J. Med., 50, 2205-2206, Sept. 15, 1950. 


N.Y. St. 
5 refs. 


ANAESTHESIA 
100. Anesthesia and Analgesia for the Obstetric 
Patient from the Viewpoint of an Anesthesiologist. 
By J. W. BooxuaMmer. Wisconsin med. J., 49, 


778-780, Sept. 1950. 


101. Obstetric Analgesia with an Automatically 
Controlled Gas and Oxygen Apparatus. (Schmerz- 
linderung unter der Geburt mit dem lungenauto- 
matisch gesteuerten stott-Narkosse 
ipparat.) 

By J. PLrorz. Geburts. u. Frauenheilk., 10, 650- 
667, Sept. 1950. 2 figs., bibliography. 


Lachgas-Sauer 


162. Pethidine for Obstetric Analgesia. (Pethidin 
som smartlindrande medel vid férlossning.) 


By T. Lattin. Svenska Liikartidn., 47, 
19838, Sept. 8, 1950. 


1986 


163. Saddle Block Analgesia in Obstetrics. (Anal- 
gesia en obstetricia. ‘‘ Saddle block.’’) 

By P. A. SEGARRA TrutTIeE. Arch. Hosp. univ., 
Habana, 2, 307-316, May-June 1950. 11 refs. 


PUERPERIUM 

164. Researches on Lysozyme in the Normal Puer- 
perium. (Richerche sul lisozima nel ciclo puerperale 
normale. ) 

By G. Nicora and R. Carta. Rass. med. Sarda, 
52, 222-232, May 1950. 29 refs. 

165. Postpartal Psychotic Reactions. 

By H. P. Harris. New Orleans med. surg. ]., 
103, 109-112, Sept. 1950. 12 refs. 

166. On the Possibility of Reducing the Mortality 


of Puerperal Fever. (Om mulighedérne for at reducere 
barselfeberdodeligherden. ) 


| 
| 
| 
My 


REVIEW OF CURRENT LITERATURE 


By P. Scuou. Ugeskr. Leg., 112, 617-623, May 
4, 1950. 23 refs. 

The general pattern of a fall in the occurrence 
and mortality rates of puerperal fever seen in 
England, Norway and Sweden has been noticed in 
Denmark too, the mortality rate between 1931 and 
1940 beiiig 0.82 per thousand births and in 1948, 
0.05. |Unfortunately, the statistics given are not 
in the same detail for the decade 1931-40 as for 
the years 1941-8.| Many factors have contributed 
to this fall. There is the possibility that the 
viru'ence of the organisms has altered, because the 
fall in mortality rate began before the general 
administration of sulphonamides. Increasing know- 
ledge of the background of the patient, with the 
use of blood transfusion when necessary, has helped. 
Chemotherapy has completely altered the position. 
A general discussion of prophylactic and curative 
chemotherapy is given and the scheme in use at the 
Rigshospital, Copenhagen, described. The impor- 
tance of a massive initial dose in established infec- 
tions is stressed. Streptomycin has not been used 
sufficiently frequently for its value to be assessed. 

Again, as in other countries, the type of cases 
now found to be seriously infected is altering. In 
Denmark, judging from the last 28 fatal cases seen 
(1945-6), there is a tendency for severe infection 
to occur in patients delivered at home in unsatis- 
factory conditions and admitted to hospital late. 
Chemotherapy had been started too late and the 
drugs given in too small a dosage. Many patients 
were older primiparae. 

The author sees no reason why the mortality 
rate should not further be reduced, provided that all 
possible prophylactic steps are taken and chemo- 
therapy is adequate. Kenneth Bowes 

167. Febrile Retention of Products of Labour and 
Abortion and its Treatment. (Horetnatd residua post 
partum a post abortum a jejich lééeni.) 

By J. Trapia. Csl. Gvnaek., 15, 470-478, 1950. 
3 refs. 


LACTATION 


168. Vaginal Dystrophy during Breast Feeding. 
(La colpodystrophie d’allaitement.) 

By M. Atextou. C. R. Soc. franc. Gynec., 20, 
123-126, Apr. 1950. 3 refs. 


169. Ovulation in Lactating Women. 

By I. C. Upesky. Amer. ]. Obstet. Gynec., 59, 
843-851, Apr. 1950. 4 figs., 12 refs. 

By carrying out successive endometrial biopsies 
the author has studied the question of ovulation 
during the lactational period; 200 such biopsies 
were performed in 85 women who were amenor- 
rhoeic throughout the period of lactation, 98.5 per 
cent of which showed characteristics of an ‘‘ oestro- 
genic’’ endometrium varying in structure and 
depth, and the majority being characteristic of a 
mid-follicular phase of the cycle. A_ striking 
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feature was that successive biopsies failed to show 
any progression or growth in the endometrium, 
revealing a static phase only. The endometrium in 
1.5 per cent had the characteristics of luteinization. 
In each of these cases the onset of the first period 
was associated. Another group was of 121 women 
who had their first post-partum period while still 
actively lactating. Biopsy was performed in 16 of 
these cases 1 to 10 days before bleeding, and in 20 
cases 20 to 40 days after its onset. In only 5 cases 
(14 per cent) was there evidence of ovulation, 

The author concludes that during lactation the 
ovarian cycle is almost completely suppressed and 
that when ovulation occurs it is followed by 
menstruation. His material leads him to the con- 
clusion that the suppression is lifted gradually. 

[This paper and the subsequent discussion of it 
by such authorities as Bartelmez, Brewer, and 
Davis make most interesting reading. ] 

Kenneth Bowes 


170. Plasmalogen Metabolism in the Puerperium 
and its Relation to Milk Secretion. (Plasmalogen- 
stoffwechsel im Wochenbett und seine Beziehungen 
zur Milchsekretion.) 

By G. Scuarer. Zbl. Gyniak., 72, 992-994, 1950. 
3 figs., 1 ref, 


171. Iodine as an Aid to Lactation. 

By R. F. A. Dean. Lancet, 1, 762-763, Apr. 22, 
1950. 6 refs. 

Lactation in women attending the Landes- 
frauenklinik, Wuppertal, Germany, was poor in 
1948. This situation presented an opportunity of 
investigating the value of iodine as a galactagogue. 
Twelve drops of 5 per cent iodine in 1o per cent 
potassium-iodide solution was given twice daily for 
4 days from the 6th day of lactation. No statistic- 
ally significant difference could be detected between 
the amounts of milk produced on the 8th day by 
50 mothers so treated and 50 controls, or between 
the yields from 23 of each group on the goth day. 
Later lactation of 56 women was apparently un- 
affected by the treatment (x, =1I.21, p=0.3—0.2). 
Although the period of treatment was short com- 
pared with that in Robinson’s 1947 series, it is 
considered that the higher dosage should have 
partly compensated for this, and that if iodine were 
an effective galactagogue statistical evidence of 
this should have been obtained in this experiment. 
It is concluded that iodine does not improve 
lactation under these conditions. 

A. T. Macqueen 


172. Relation of the Let-down Reflex to the Ability 
to Breast Feed. 


By N. R. Newton and M. Newton. Pediatrics, 
5, 726-733, Apr. 1950. 10 refs. 


The authors thus describe the “‘ let-down ”’ reflex 
in cows : ‘‘ Nerves in the teat are stimulated by 
milking manipulations; these impulses are carried 
to the posterior pituitary gland which releases 
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oxytocin. The oxytocin reaches the breast by the 
blood stream and acts on contractile cells surround 

ing the alveoli. Thus the contents of the alveoli are 
forced into larger ducts .. .”’ 

In order to investigate whether or not this reflex 
is of importance in successful lactation in women 
the authors studied the course of lactation in 127 
consecutive lying-in patients at the Hospital of the 
University of Pennsylvania. They used the follow- 
ing symptoms as evidence of an adequate reflex: 
(1) after-pains simultaneous with suckling; (2) 
leaking from the contralateral breast during suck- 
ling; (3) leaking at other times; (4) cessation of 
nipple pain after a few seconds’ suckling. 

Comparing successful and unsuccessful cases of 
breast-feeding they found that in the former, in 
which a higher proportion of the milk was available 
to the baby or to the breast-pump, a significantly 
higher incidence of symptoms of ‘‘ let-down ’’ was 
reported. The reflex functioned, if at all, more 
erratically in cases of unsuccessful breast-feeding. 

On the assumption that the encouragement of the 
reflex leads to a significant increase in milk vield, 
the authors suggest that pain, emotional conflict, 
and embarrassment should be avoided as much as 
possible, because these inhibit the reflex. 

Donald Beaton 


173. Effect of Dicumarol on the Nursing Infant. 

By C. E. Bramper and R. E. Hunter. Amer. J. 
Obstet. Gynec., 59, 1153-1159, May 1950, 28 refs. 

The incidence of thrombo-embolic complications 
in the puerperium and of deaths due to this cause 
is high. For example, of a series of 794 deaths 
occurring among 395,655 deliveries reported by the 
Maternal Welfare Committee of King’s County, 
New York, 89 (11.2 per cent) were due to pul- 
monary embolism. There is, therefore, a need for 
a safe anticoagulant drug to be used for pro- 
phylaxis. The authors studied the effects of the 
administration of therapeutic doses of dicoumarol 
to 125 consecutive nursing mothers immediately 
post-partum, investigating both the danger of 
haemorrhagic complications in the infant and that 
of increased puerperal bleeding in the mother. The 
mothers were given 4.8 mg. of synthetic vitamin K 
intramuscularly 8-hourly while in labour, and 
prothrombin estimations were carried out on mother 
and child on delivery and were repeated daily. 
Dicoumarol therapy was started 12 to 24 hours 
after delivery, enough being given to bring the 
prothrombin time (estimated by Quick’s one-stage 
procedure) up to 25 to 30 seconds (40 to 50 per cent 
of normal). The first dose of dicoumarol was 
usually 200 mg. and the average total dose for each 
patient during her stay in hospital was 600 mg. 
If the prothrombin 


clotting time rose above 35 
onds, 


72.5 mg. of a_ synthetic vitamin-K 
was given intravenously. It was found 
that relatively large doses of 
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dicoumarol were 


URNAL OF OBSTETRICS AND GYNAECOLOGY 


although a few hyperreactive subjects were en- 
countered. Nausea, vomiting, and diarrhoea were 
minimal. 

It was shown that, before dicoumarol was given, 
the prothrombin time of both the undiluted and the 
diluted (12.5 per cent) maternal plasma was shorter 
than that of the infant's, even when vitamin K was 
given to the mother before delivery. After 
dicoumarol had been given, the prothrombin time 
of the mother became progressively longer, while 
that of the baby became progressively shorter until 
it reached a normal value about the 6th day. The 
babies were kept under close observation until the 
6th week and no evidence of toxicity was dis- 
covered. Only one mother had any abnormal 
bleeding—a minor secondary haemorrhage from an 
episiotomy wound. Not one instance of thromo- 
embolism occurred in this series. 

Elaine M. Sunderland 


174. The Use of the Male Sex Hormone in the 
Inhibition and Suppression of Lactation. 

By J. C. Parker. Virginia med. Mon., 77, 543 
544, Oct. 1950. 


175. Treatment of Puerperal Mastitis. (Traitement 
des mastites puerperales. ) 

By B. Montrieuc. Rev. franc. Gynéc., 45, 188 
190, July-Aug. 1950. 11 refs. 


176. Operative Treatment of Puerperal Mastitis. 
(Zur operativen Behandlung’ der puerperalen 
Mastitis. ) 

By W. ForssMann. Geburts. u. Frauenheilk., 
10,. 766-769, Oct. 1950. 2 figs. 


177. Experience with Penicillin Therapy of Puer- 
peral Mastitis. (Erfahrungen iiber die 
therapie bei der Mastitis puerperalis. ) 

By H. Mutu. Geburts. u. Frauenheilk., 10, 
770-777, Oct. 1950. 21 refs. 


Penicillin- 


178. Aureomycin Treatment of Infective Breast 
Complications in the Puerperium. (Le traitement par 
Vauréomycine des complications mammaires_infecti- 
euses des suites de couches.) 

By A. Broucuier, E, Rocuet, and G. Noe. 
Lyon méd., 183, 129-132, Aug. 27, 1950. 


INFANT 
179. Some Factors Which Influence Birth-weight. 
By H. Cuttumsine. Cevlon J]. med. Sci., 7, 
Part 1, 19-29, Mar. 1950. 7 refs. 


180. The Present State of Accelerated Growth in the 
Newborn and Toddlers. (Der gegenwéirtige Stand der 
Acceleration bei Neugeborenen und Kleinkindern.) 

By J. Freunp. Z. Kinderheilk., 67, 592-614, 
1950. 4 figs., 32 refs. 

The author reviews two previously published 
investigations by Wahl and Kemmerling on height 
and weight of young children and compares their 
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findings with his results. The former studies were 
carried out in Cologne and Munich before the war, 
the latter between the years 1943 and 1948. 
Although Wahl found an average height of 
51.47 cm. and an average weight of 3,404 g. for 
the normal infant at birth before the war, the 
author’s calculations showed an increase of 0.17 cm. 
in height and a decrease of 58 g. in weight for 
1943-8. For births during the war the differences 
were +0.36 cm. and —39 g., in comparison with 
Wahl’s figures, and for the post-war years the 
differences were — 0.33 cm. and —99g. The increase 
in height of babies born at term was maintained 
and varied between 1 and 1.5 cm.; the small 
decrease in height from 1945 onwards can be over- 
looked from the statistical point of view. In spite 
of exogenous factors (insufficient quantity and 


inferior quality of food, mental stress, lack of flats. 


and houses due to bombing attacks) the measure- 
ments were practically the same; abortions, mis- 
carriages, and _ stillbirths showed, however, an 
enormous increase in number. The duration of 


pregnancy for babies born during the war was 281 
to 282 days; Wahl gives a figure 2 to 3 days longer. 
This shortening would correspond with the decrease 
in weight, as the average increase of weight at the 
end of pregnancy amounts to about 4o g. per day. 
The author was not able to find any substantial 
reduction in height and weight of toddlers despite 


the bad living conditions. On the whole the 
measurements for height and weight are mostly 
above Kemmerling’s 1940 figures, only the weight 
of boys and girls 5 to 6 years old being slightly 
below his value. Franz Heimann 


181. The Amino-acid Composition of Human 
Haemoglobin at Different Ages. (De aminozuur- 
samenstelling van het menselijk haemoglobine op 
verschillende leftijden. ) 

By A.C. VAN DER LINDEN. Maandschr. Kinder- 
geneesk., 17, 231-237, 1949. 27 refs. 

The author determined 14 different amino-acids 
in the globins of babies, small children, and adults, 
by the microbiological method. The greatest 
difference was found between the isoleucine per- 
entages of the globin of the newborn and that of 
the adult, but significant differences were also 
present for histidine, methionine, proline, threon- 
ine, tyrosine, and valine. The author suggests that 
a lack of certain amino-acids in human milk may 
increase the tendency of the infant to develop en 
anaemia that cannot be improved by administering 
iron. Addition of methionine to human milk may 
be of value in such cases. 

]. H. P. Jonxis (Excerpta Medica) 

182. Intra-uterine Respiration-like Movements in 
Relation to Development of the Fetal Vascular 
System. A Discussion of Intra-uterine Physiology 
based upon Cases of Congenital Absence of the 
Trachea, Abnormal Vascular Development and Other 
Anomalies. 
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By G. Mittes and D. B. Dorsey. Amer. J. 
Path., 26, 411-425, May 1950. 3 figs., 24 refs. 

The ductus arteriosus and aortic isthmus in the 
foetus are normally about equal in diameter, or 
in other words the ratio of isthmus diameter to 
ductus diameter (I/D ratio) isabout unity. From 
this it is deduced: (1) that the two vessels carry 
the same amount of blood; (2) that the flow in the 
descending aorta comes equally from the right and 
left ventricles; (3) that the flow through the lungs 
equals that through the head and upper limbs. 
Respiratory movements in utero expand the lungs 
and increase the pulmonary blood flow, and this is 
probably necessary for the full development of the 
lungs. In 2 cases of abnormality, which are des- 
cribed, respiratory movements were ineffective. As 
a result flow through the lungs was less, flow 
through the ductus was greater, and flow through 
the isthmus was less. The isthmus, in fact, was 
narrow, the I/D ratio in the 2 cases being 0.62 and 
0.2 respectively. In another type of congenital 
abnormality, anencephaly, the blood which should 
go to the brain passes into the descending aorta so 
that the isthmus tends to be large. However, 
respiratory movements are impaired in this condi- 
tion also, and to a certain extent less blood passes 
through the lungs and more through the ductus, so 
that the I/D ratio is normal. 


183. A Study of Gastric Motility in Infancy. 
(Studien uber die Motilitit des Magens im Saugling- 
salter.) 

By W. W. KELLER. Ann, paediatr., Basel, 174, 
273-304, May 1950. 20 figs., bibliography. 

In order to study the rate of emptying of the 
infantile stomach the author used the following 
methods. An amount of breast milk larger than the 
size of a normal feed was injected by stomach tube. 
At 20-minute intervals the stomach was aspirated 
and the contents measured and reintroduced into 
the stomach. It was found that the emptying rate 
was at first very rapid, then slowed down and 
reached a constant level, and eventually tailed off 
towards zero. Similarly when the emptying rate 
was determined over successive 20-minute periods 
with progressively increasing quantities of milk it 
was found that over a considerable range of initial 
volume the rate remained constant, rising only 
when the volume injected was about one-half the 
size of the normal feed. Rapid initial emptying 
with the larger amounts of milk is attributed to 
bursting open of the pylorus, and the slow rate 
which obtained when very small amounts of 
milk were injected to insufficient stimulation of 
peristalsis. 

These findings enabled the author to elaborate a 
method of measuring accurately the emptying rate 
of the infantile stomach. A quantity of breast milk 
amounting to three-quarters of a normal feed is 
given by stomach tube, and the remaining stomach 
contents are aspirated after 1 hour, measured, and 
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replaced together with additional milk to restore 
the original volume. By this method it was found 
that there was a constant individual emptying rate 
for each infant. If increasing amounts of milk 
were given it was found that the larger the child, 
the more rapid the emptying and the wider the 
range of initial volume which a constant 
emptying rate was obtained. On comparing empty- 
ing rate with body surface a linear correlation was 
found, the emptying rate being 214 ml, per hour 
for each square metre of body surface. Several 
factors will affect the results: hunger increases the 
emptying rate, so that the estimation on the first 
specimen after fasting should be disregarded; the 
emptying rate becomes constant only if the child 
lies on its right side. The results apply to feeding 
with breast milk only. 

The author was able to confirm his findings by 
experiments on the isolated stomach of infants. It 
was found that with increased filling the pressure in 
the isolated stomach rose only slightly up to a 
critical point, beyond which a rapid rise occurred. 
Once peristalsis was stimulated, the force and fre- 
quency of the waves remained constant and were 
independent of the degree of filling over a wide 
range. R. Schneider 


over 


184. Secretin Tests with Bilumen Gastroduodenal 
Drainage in Infants and Children. 

By G. E. Gipss. Pediatrics, 5, 941-946, June 
1 fig., 19 refs. 

\ double-lumen gastro-duodenal drainage tube, 
which has the advantage of minimizing the dilution 
of duodenal contents by gastric juice and thereby 
permitting more accurate investigation of pan 
creatic secretions, is described in some detail. 
(There is an accompanying illustration.) With this 
tube the effects of secretin injection were studied in 
r2 normal infants and children, 11 children with 
of the pancreas, 2 with coelia: 

and one each with lipoid pneumonia and 
1onella enteritis. The secretin was given intra- 
ly in a dose of one clinical unit per kg. body 

In the 12 normal children there was an 
increase of average volume of pancreatic secretion 
from 2.2 to 40.3 ml. in 20 minutes, an average 
increase in pH from 7.4 to 8.4, an increase in alkali 
titration value from 11 to 61 milliequivalents per 
litre, and a decrease in trypsin concentration from 
an average of 79 to 62, but this was offset by the 
increase in volume secreted. Amylase showed a 
10 per cent decrease in concentration, but this was 
also offset by increased volume of flow. In the 11 
cases of fibrocystic disease the ave rage volume of 
pancreatic secretion decreased from 2.3 to 1.9 ml. 
in 20 minutes, pH increased from 7.1 to 7.6, alkali 
titration value increased from 4 to 7 mEq per litre, 
ind trypsin concentration decreased from 0.6 too 3. 
In lipoid pneumonia and salmonella enteritis 
duodenal contents gave normal values with and 
without secretin. The author indicates that the 
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object of using the new tube is to secure more 
uniform values in control patients, thereby 
increasing the usefulness of the test as an aid in 
diagnosis. David Morris 


i85. Respiratory Failure of the New-born. 
By E. H. Sewarp. Anaesthesia, 5, 187-193, Oct. 


1950. 21 refs. 


186. Asphyxia Neonatorum. 
By J. L. Keyes. /. Kentucky 
430-435, Sept. 1950. 


med. Ass., 48, 


157. Treatment of Asphyxia Neonatorum. 
(Behandling av asphyxia neonatorum.) 


By J. A. Apottns. Nord. Med., 44, 1436-1439, 
Sept. 8, 1950. Bibliography. 


188. Prematurity: A Statistical Study. 
By F. J. Coopin. Bull. M. Hague Maternity 
Hosp., 3, 73-79, Sept. 1950. 1 fig., 11 refs. 


189. The Premature Infant. 
its Management. 

By I. P. Jarre. S. Afr. med. ]., 24, 358-363, 
May 13, 1950. 3 figs. 

This paper is based on an investigation carried 
out on 20 premature infants admitted to the 
Premature Unit of St. Mary’s Maternity Hospital, 
Manchester, during the early months of 1948. The 
birth weights varied from 2 Ib. 11 oz. (1,220 g.) 
to 5 lb. 5 oz. (2,410 g.), the majority being between 
3 and 4 lb. (1,360 and 1,800 g.). The essential 
feature of the routine of management adopted by 
the author was an initial starvation period of 72 
hours, and the investigation described was for the 
purpose of assessing the advantages to be gained 
thereby and any deleterious effects produced, 

The main requirements in the care of premature 
infants are the establishment and maintenance of 
respiration, the maintenance of body heat, pro- 
protection from infection, the immediate treatment 
of complications, supervision by specially trained 
nursing staff, and a proper technique of feeding, 
which last constitutes the most important single 
factor in maintaining life in these infants. The 
author cites, in support of his 72-hour starvation 
scheme, these facts: premature infants rarely show 
a disposition to feed spontaneously during the first 
days of life; many deaths of premature infants occur 
immediately after a feed; the starvation programme 
prevents abdominal distension and the resulting 
dyspnoeaand cyanosis, and lessens the tendency to 
gastric upset; many premature infants regurgitate 
during the first 3 davs of life owing to the vertical 
lie of the stomach, the poorly developed cardiac 
sphincter, and the strong pyloric sphincter; the 
lack of fully developed swallowing and cough re- 
flexes constitutes a danger at this time. 

The period of starvation varies from 36 to 72 
hours, that is, until the child manifests signs of 
hunger or thirst. The child is left in its cot, kept 
warm, has oxygen as ind has diapers 
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changed when required. When feeding is begun, 
expressed breast milk or a modified half-cream 
lactic-acid dried milk is used, two feeds of 5 per 
cent glucose-water in half-strength normal saline 
preceding the milk feeds, Feeding may have to be 
initiated by gavage, followed later by “‘ belcroy ”’ 
feeding; then by progression through the bottle 
stage to the breast. Infants under 44% pounds 
(2,000 g.) are fed 2-hourly and those over 4% 
pounds 3-hourly. Vitamin K is given as a routine 
on the first day and vitamin C from the fourth 
day. Iron is given from the fourth week. Thyroid 
may be administered to lethargic babies and if a 
stimulant be required nikethamide (0.25 ml.) is 
the author’s choice. Penicillin therapy is insti- 
tuted at the earliest sign of infection. The weight 
loss is only slightly greater than on customary 
feeding schemes and is regained in the usual time. 
There is no increased incidence of inanition fever. 
Lilian Raftery 


190. Clinical and Pathological Considerations Based 
on 1,008 Cases and 100 Necropsies on Premature 
Infants. (Consideraciones clinicas y anatomopatolé- 
gicas basadas en roo autopsias de 
prematuros. ) 

By E. Soto Prapera and F. Fuste. Arch. méd. 
San Lorenzo, 1, 16-32, Jan. 1950. 16 figs., biblio- 
graphy. 


The symptoms and clinical findings in a series 


casos Vv 


of 1,008 cases of prematurity are analyzed and the 


cases Classified accordingly. Four main syndromes 
are described: respiratory, digestive, cardiovas 
cular, and central nervous system. Babies with 
respiratory and intracranial disorders tend to die 
in the first 48 hours of extra-uterine life, while 
malnutrition and sepsis are not fatal for several 
days. Ina series of 100 necropsies on premature 
infants lesions of the liver were found in 12 per 
cent. {These cases are said to form a distinct 
group, but the only description of the pathology 
is confined to the statement that the appearances 
resembled those of atrophic cirrhosis.] Vascular 
lesions of the placenta are said to have been found 
which resemble those present in acute rheumatism 
or periarteritis nodosa. These are described as 
showing only the mesenchymal reactions of hyper- 
sensitivity. These findings lead the authors to 
suggest that some types of abortion and foetal 
immaturity are due to a foetal sensitization against 
certain maternal toxims. ‘George Hickie 

191. Observations on Premature Infants Fed 
Mixtures of Cow’s Milk. 

By W. W. Wavpe Lt, A. P. Booker, and W. D. 
Donatp. Sth. med J., 43, 337-343, Apr. 1950. 

In 1936 one of the authors of this article [no 
reference given] reviewed the results obtained 
with 432 premature infants (series I) admitted to 
the University of Virginia Hospital between the 
years 1925 and 1935. Series II consists of 484 cases 
admitted to the same institution during the years 
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1944 to 1948. Conditions obtaining for the first 
series were unsatisfactory in many ways and con- 
siderable advances have since been made in the 
realms of general medicine, obstetrics, and the ad- 
ministration of blood and other fluids, the numbers 
and training of nursing staff have been improved 
and better hospital buildings and equipment have 
become available. Nevertheless the introduction of 
air-conditioning during the investigation of the 
second series had little influence on the results. 

In both series of cases lactic-acid milk was given 
as a routine to infants in the lower weight 
categories, being considered to offer maximal calorie 
requirements in a concentrated and digestible form 
and to produce least gastro-intestinal disturbance. 
It should be prepared according to Marriott's 
original formula, rather than from evaporated 
milk, so that the fat content may be altered as 
deemed advisable. Only one infant received human 
milk alone and the amount received by the others 
from the breast was insignificant. Shortly before 
being discharged from the nursery they were fed 
upon a suitab:e evaporated-milk mixture; this was 
also given to the larger infants and ‘‘ borderline- 
prematures ’’. Suitable vitamin supplements were 
given to all. 

Feeble premature infants born outside hospital 
often die before they can be admitted; those sur- 
viving long enough to be so admitted are usually 
fairly vigorous infants. In comparing one series 
of premature infants with another it is best to 
compare the incidence of, and the results in, those 
of similar weight. Whereas 15.5 per cent of series I 
weighed between 1,001 and 1,500 g., only 8.1 per 
cent of series If were in that weight-category. 
Otherwise there was little difference in weight- 
incidence between the two series. The percentage 
of deaths fell from 33.8 in series I to 19.4 in 
series II, with a substantial lowering of mortality 
in each weight-category. The results with coloured 
infants, which tend on average to be smaller than 
white, were the same as with the white infants in 
each series and weight-group. Since the present 
series was closed an infant weighing 810 g. at birth 
and whose weight subsequently fell to 712 g. has 
recovered satisfactorily. Otherwise none weighing 
less than 1,000 g. survived. The high death-rate in 
the critical first 24 hours—63 per cent of the total 
deaths in the first series and 51 per cent of those 
in the second-—is like'y to be lowered in the future 
by measures more obstetric than paediatric. 


h. H. Milner 


192. Prolongation of the Initial Starvation Period 
in Premature Infants. 

By W. Gatsrorp and S. SCHOFIELD. 
J.,1, 1404-1405, June 17, 1950. 

The rationale of delayed feeding of premature 
infants, to which the authors were introduced by 
Smith of Boston, U.S.A., in 1947, is outlined and 
its application and results in 231 premature infants, 
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weighing between 2 and 5 lb. (0.9 and 2.3 kg.), 
are described. The immature respiratory centre 
and the imperfect or absent sucking, swallowing, 
and coughing reflexes predispose to a spill-over of 
ingested fluid from oesophagus to trachea which 
causes death by asphyxia in many premature babies 
during the first 3 days of life. This accident can 
be avoided by withholding fluid during this period, 
The authors describe the results of this technique. 


The first feed was delayed for 70 hours or more 
ifter birth, and was given when crying did not 
stop after the infant had been turned over in his 
cot, when movements of the lips were evident, or 
when the napkin had been dry for 24 hours. 


The results, compared with those in infants fed 
earlier, were as follows: (1) The weight loss was 
greater, 6 oz. for each group, except the 2 Ib. to 
2 lb. 7 oz. group, which lost an average of 5 0z., 
compared with a 2% oz. loss for a series of infants 
fed earlier. The smaller babies lost relatively more 
than the larger. They were mostly fed by gavage. 
(2) The gain in weight over the birth weight by the 
end of the third week was greater, being 6, 5, 7, 
7, 8, and 6 oz. average for the groups, 2 to 2% Ib., 
24; to 3 lb., 3 to 3% Ib., 3% to4 lb., 4 to 4% Ib., 
and 4'; to 5 lb. This gain was attributed to the 
infants being more active and hungry and feeding 
better. (3) Oedema disappeared more quickly; 
g per cent of the 231 infants showed oedema, 
which had disappeared in every case within 48 
hours. (4) Mild dehydration fever occurred in one- 
quarter of the cases and responded rapidly to feed- 
ing. Marked dehydration needing parenteral use 
of fluid occurred in 3 infants. 


There were no other symptoms. Urine, blood- 
urea level, and kidney structure at necropsy were 
normal. Blood sugar levels were normal. No signs 
of hypoglycaemia were observed. Vitamin K was 
given to all infants; the importance of this where 
feeding is delaye d is stressed. 

Two experienced sisters in charge of the infants 
regarded the regimen as an improvement on that 
of earlier feeding, especially for the smal!est infants. 
It is stressed that premature infants born at home 
do not require fluids before transfer to hospital 


John D. Hay 


193. Premature Mortality. An Analysis of 518 
Cases of Prematurity with a Comparison of Negro 
and White Races. 

By G. E. Brockway, E. T. Retry, and M. M 
Rict ] Pediat., 37, 362-306, Sept. 1950. 6 refs 


194. Aetiological Considerations in Congenital 
Abnormalities Originating during Pregnancy. (Con- 
sidérations sur l’étiologie des anomalies congénitales 
engendrées au cours de la gravidité.) 

By . CAUSSADE, NEIMANN, and —. GIns- 


BROURGER. Pédiatrie, 39, 567-581, 1950. 
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195. The Significance of Congenital Toxoplasmosis 
in Obstetrics. (Die Bedeutung der kongenitalen 
Toxoplasmose fur die Geburtshilfe.) 

By L. Fixxe. Geburts. u. Frauenheilk., 10, 
719-730, Oct. 1950. 3 figs., 24 rets 


196, Observations on the Prognosis of Children Born 
following Trauma at Birth. 

By M. SCHACHTER. Amer. J]. ment. Defic., 54, 
450-4603. Apr. 1950. 21 refs. 

Out of over 3,600 children studied during the 
past few years, 353 were selected for investigations 
of neurological and mental development after 
‘‘ traumatic ’’ delivery, this term including instru- 
mental delivery or asphyxia at birth; there were 
100 controls in which birth was normal. Ages 
ranged between 3 and 18 years, and the proportion 
of males to females was 244 to 109. Patients were 
graded into 187 socially competent, and 166 socially 
incompetent (not capable of rehabilitation). In the 
first class birth trauma did not account entirely 
for social incompetence, for a positive correlation 
between socio-economic conditions and mental 
level was observed. Of the 353 children 11.04 per 
cent were premature, born at the seventh or eighth 
month 

Dentition was normal in 61 per cent and late in 
26 per cent. Walking was late in 20 per cent, and 
speech retarded in 59 per cent. Out of 151 children 
above 3 years of age 51 per cent were enuretic and 
2.3 per cent were incontinent. 

A family history of alcoholism was present in 
32 per cent of cases, and im 28 cases the grand- 
parents were also alcoholic. Children from these 
families showed severe neuropsychiatric symptoms, 
notably convulsions, speech defects, Little’s 
disease, behaviour syndromes, and somnambulism 
Parental tuberculosis was found in 10 per cent and 
syphilis and malaria in 16 per cent of cases. In 21 
cases out of 143 there was a history of mental 
disease in parents or relatives; this figure is, how- 
ever, of doubtful significance. 

A table is given of neurological manifestations, 
the most significant of which were epilepsy, speech 
defects and sleep disorders. The importance of 
birth trauma in relation to epilepsy is discussed. 
In 74 patients there was a history of convulsions 
and in 8 true epilepsy developed. In these 74, 
mentality ranged from normal in 1 to idiocy in 7; 
there were 24 imbeci’es and 19 low-grade morons. 
Figures for encephalopathy and hemiplegia were 
low, and the incidence of Little’s disease was also 
low. Tics were encountered four times only, 
microcephaly and idiocy twice only, hydro- 
cephalus once, and myopathy once only. Speech 
defect was noted tn 24 children, 17 of whom were 
mentally normal; the role of prematurity in 
causing speech disturbance is stressed. Behaviour 
disturbances were found in 35 per cent of cases 
and included emotional instability, delinquency, 
and stubbornness. Of these children 67 per cent 
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were mentally normal or borderline, and 32 per 
cent mentally defective, but the author points out 
that 36 per cent were near puberty; he concludes 
that, although birth trauma may be responsible to 
some extent, other factors play a part. 

A table of comparison between controls and 
children with abnormal deliveries bears out the 
findings in this investigation; another demonstrates 
that children with birth asphyxia show later 
dentition, later language development, and later 
control of sphincters than those born by forceps 
delivery. Parental alcoholism occurs more fre- 
quently among asphyxial children, suggesting a 
sensitization to anoxia. In general the author sug- 
gests that asphyxia at birth may be more 
damaging than forceps delivery, though data are 
not as yet conclusive. C. S. Nicholson 


197. Statistical Aspects of Mental Deficiency due to 
Birth Traumas. 

By B. MarzperG. Amer. J. ment. Defic., 54, 
427-433, Apr. 1950. 8 refs. 

These statistics relate to a group of 643 mental 
defectives attending New York State schools in 
April 1948 in whom the cause of mental deficiency 
was thought to be trauma at birth. The author 
points out that admission to state schools does not 
provide adequate evidence of relative prevalence. 

The average age on admission was 13.4 years, half 
the group being admitted when less than 10 years 
old, and 12.4 per cent when under 5 years of age. 
Statistical tables show that three-quarters were 
either idiots or imbeciles, and 21.3 per cent were 
classified as morons or of borderline intelligence. 
The preponderance of males over females is con- 
siderable in the lower age-groups. The figures 
show that 63 per cent of those graded as idiots, 
41.4 per cent of imbeciles, and 31.4 of morons were 
less than 10 years old on admission, owing probably 
to greater pressure for admission of patients of low 
mental grade. 

Three racial groups made up half of the total: 
Hebrews constituted the largest group (103, or 25.8 
per cent of the total), Italians (61, or 15.3 per cent), 
and Irish (43, or 10.8 per cent). No data are avail- 
able for the proportions of races in the general 
population. The Jewish population of New York 
State is estimated as approximately 2,000,000 out 
of a total population of approximately 15,000,000, 
that is, 13 to 15 per cent compared with 25.8 per 
cent of the defective group. A similar excess of 
Jews is also found among mongols in the state 
schoo's. Negroes, in spite of the fact that there has 
been an influx into New York State since 1940, 
when they constituted 4 per cent of the population, 
constituted only 4.8 per cent and the proportion of 
Negro niongols is also low. However, the propor- 
tion of Negro first admissions to state schools for 
mental defectives is in excess of the rate for the 
general white population. 

A table is given showing order of birth and size 
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of family in the group of 643 patients under study. 
There was a large preponderance of first-born or 
second-born, there being 285 first-born and 113 
second-born. Comparison with the proportions of 
first-born and second-born in the general popula- 
tion shows that birth trauma resulting in mental 
deficiency is especially likely to occur in first-born. 
Conversely, an increase in incidence of mongolism 
is shown as the birth order advances. 
C. S. Nicholson 


195. Cerebral Birth Injury in Retrospect. 
By W. D. Becnau, C. F. McKuann, and C. S. 
Beck. J. Pediat., 37, 326-340, Sept. 1950. 28 refs. 


199. Congenital Malformations with Severe Damage 
to the Central Nervous System due to Early Fetal 
Virus Infection. 

By L. LANDE. 
1950. 28 refs. 

Sixteen patients with congenital malformations 
resembling the post-rubella syndrome were investi- 
gated. In 5 patients the congenital malformations 
were attributable to severe common colds within 
the first 3 months of gestation. There was a history 
of maternal rubella in 7 and of influenza in 1. 
| Very strong statistical evidence would have to be 
produced to convince one that the common cold 
causes congenital deformities in the foetus. Such 
evidence is not given in this article. | 

R.S. Illingworth 


J. Pediat., 36, 625-034, May 


200. The Diagnosis of Hydrops Feetalis. 

By J. L. Botpero and F. H. Kemp. Bnit. /. 
Radiol., 23, 219-224, Apr. 1950. 10 figs., 2 refs. 

The authors accept the ‘‘ Buddha "’ position of - 
the foetus as evidence of an advanced degree of 
hydrops foetalis, but they feel that diagnosis of 
hydrops may confidently be made at a much earlier 
stage in the presence of the following: (1) Straight- 
ening of the normal kyphosis of the foetal spine 
with extension of the neck. (2) Radiographic 
evidence of hydramnios. (3) Evidence of iso- 
immunization of the mother. They are satisfied 
that hydramnios alone does not cause the foetus to 
assume this straight position and that it is purely 
the mechanical result of the distension of the foetal 
abdomen by ascites and of the oedema of the soft 
tissues of the neck, both of which may occur 
relatively early in the development of the hydropic 
state. Straightness of the foetal spine and even 
extension of the neck may, however, be due to 
other causes: (1) Adaptation to the presence of a 
second foetus or other intra-uterine structure such 
as an abnormally large placenta. (2) An intra- 
abdominal foetal tumour of renal or hepatic origin 
may straighten the foetal spine, or a_ thyroid 
tumour may extend the neck. 

During the period of one year, the authors radio- 
graphed all Rh-negative mothers attending the 


Radcliffe Infirmary, Oxford, in the later weeks of 
with 


pregnancy, evidence of iso-immunization. 
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Changes indicative of hydrops were found in 3 out 
of 15 such cases, the 15 other patients appearing 
normal radiographically. All but one of these 15 
patients gave birth to live babies who survived 
with or without replacement transfusion. The 
authors stress that the degree of curvature of the 
foetal spine and extension of the neck can only be 
assessed alter a lateral view of the foetus has been 
obtained. J. Rabinowitch 


Ihe Prenatal Radiological Diagnosis of 
Hydrops Foetalis. 

By E. Samuer and J. Conen. Brit. J. Radiol., 
23, 225-230, Apr. 1950. 7 figs., 9 refs. 

Hydrops foetalis is characterized by marked 
generalized oedema and anaemia associated with 
accumulation of fluid in the pleural and peritoneal 
cavities. In addition, partly as the result of 
extramedullary erythropoiesis and partly because 
of oedema, there is an enlargement of the liver and 
spleen. Examination of the blood shows 
immature erythrocytes. There is an enlarged and 
oedematous placenta. 

The radiological signs of hydrops foetalis can be 
subdivided into two groups: ‘(a) those charac- 
teristic of hydrops foetalis, that is, due to anasarca 
and the exudate into the body cavities; (b) those 
changes common to all types of erythroblastosis 
foetalis. 

Javert, in 1942, drew attention to a sign noted 
before—the formation of a double shadow round 
the bones of the cranial vault. He named this sign 
the “‘ halo sign’’, but radiologists,.who see many 
cases, are inclined to disregard the value of this 
sign, as it is met with in the case of many normal, 
well-developed foetuses. 
Alteration in the spinal curvature is present 
because of general ascites and enlargement of liver 
and spleen This causes straightening of the 
normal curvature of the spine, and the straighten- 
ing of the spine in part contributes to the Buddha 
like apperance of the foetus, the legs being flexed 
at the knees and partly extended at the hip-joints. 
Hart'ey has doubted the significance of this sign, 
and his shown cases where such a 
adopted by normal foct: 

Osteopetrosis in the long 


position may be 


bones has been des- 
The authors conducted 
experiments in order to demonstrate whether the 


osteopetre 


rosis noted was real or apparent. The 
latter might be produced by oedema of the tissues 
as opposed to true increase in the densitv of the 
bone They deduced that the fluid increase in the 
soft tissues contributed in part to the increased 
density of the skeleton. 


cribed in this condition. 


There was no increase in 
the amount of calcification or density of the bone. 
The bone marrow was hyperplastic and 


showed 
marked erythropoiesis 


A case described showed 
all these radiological signs, except the halo sign. 
They were not able to demonstrate an enlarged 
and swollen placenta radiologically. An interest- 


ing finding in their case was the very low anti-Rh 
antibody titre, which remained consistently below 
1:32, in spite of the very pronounced radiological 
findings. J. Rabinowitch 


202. Maternal Nutrition and Hydrocephalus in 
Newborn Rats. 

By A. G. Hocan, B. L. O’DELL, and J. R. 
WuitLey. Proc. Soc. exp. Biol., N.Y., 74, 293- 
296, June 1950. 3 refs. 

In previous experiments on rats consuming a 
synthetic diet a certain number of the young 
developed hydrocephalus; when folic acid was 
added to the diet the incidence of hydrocephalus 
was sharply reduced. This observation suggested 
a nutritional cause of the abnormality. 

In the present series female rats were given a 
synthetic diet in which the protein was supplied by 
soya-bean oil meal together with a vitamin mixture 
including all recognized vitamins with the excep- 
tion of ascorbic acid, nicotinic acid, folic acid, and 
vitamin B,,. The incidence of hydrocephalus in the 
offspring was less than 1 per cent. In order to 
reduce the amount of folic acid available, a folic 
acid antagonist (methylfolic acid) was added to the 
same diet; the incidence of hydrocephalus then rose 
to over 20 percent. The type of diet used during 
the pre-experimental period determined the time 
that elapsed before hydrocephalus appeared in the 
offspring during the experimental period and had 
also a considerable influence on the incidence of 
hydrocephalus. 

The authors confirmed the observations of 
Gillman et al. (S. Afr. med. Sci., 1948, 13, 47) that 
injection of trypan blue into female rats causes 
hydrocephalus in about 7.3 per cent of the 
offspring. They think that the initial damage 
leading to hydrocephalus may be the same whether 
trypan blue or methylfolic acid is administered to 
the female rats. 

[This is another important paper showing that 
the frequency of a congenital malformation may 
be enhanced by a specific deficiency in the diet 
during pregnancy. } Z. A. Leitner 


203. The Diagnosis of Obstructive Lesions of the 
Gastrointestinal Tract of the Newborn Infant. 

By M. H. Roperts. J. med. Ass. Georgia., 39, 
320-327, Aug. 1950. 12 figs. 


204. Ano-Rectal Atresia with Recto-vaginal 
Fistula. (Atresia ano-retal com fistula reto-vaginal.) 
By J. Costa. Pediat. prat., 21, 117-136, May- 


June 1950. 8 figs., 35 refs. 


205. Exstrophy of the Bladder: Review of 70 Cases. 

3y C. C. Hicarins. J. Urol., 63, 852-857, May 
1950. 3 figs., 2 refs. 

Exstrophy of the bladder is a malformation 
which occurs about once in every 30,000 births. Of 
the 70 cases reviewed 51 were in males and 19 in 
females. It is frequently accompanied by other 
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congenital abnormalities such as cleft palate, hare- 
lip, and clubbed feet. In males epispadias is almost 
always present, but the author notes one case 1n 
which the penis was normal. In 3 cases a double 
penis was present. The testes may or may not be 
descended. In females the clitoris and labia 
minora are cleft and the urethra appears as an open 
sulcus. A double vagina may be present and the 
uterus may be absent or bicornuate. In one of 
the cases reviewed pseudo-hermaphroditism was 
present. Prolapse of the rectum occurred in 7 cases 
and atresia of the anus in 3. In 3 cases the anal 
canal and anterior rectal wall were absent and the 
posterior rect] wall presented as a prolapsing piece 
of bowel 4 to 8 in. (10 to 20 cm.) long below the 
ectopic bladder. The author strongly advocates 
early transplantation of the ureters into the bowel 
as otherwise many patients die in the first 5 years 
of life from ureteric obstruction and ascending 
infection. He employs his modification of the 
Coffey-I technique, transplanting the right ureter 
first, the left being transplanted at the time of 
removal of the bladder ro to 12 days later. 

Of 63 patients operated upon 33 underwent the 
procedure before the age of 2 years. The youngest 
was 2 months old. There were 3 post-operative 
deaths and 5 patients have died since discharge 
from hospital. The remaining 55 patients remained 
in excellent health during periods of observation 
varying from 6 months to 15 years after operation. 

j Thomas Moore 


206. Disturbances after Injections into the Tem- 
poral Artery in Infants. (Troubles consécutifs aux in- 
jections pratiqués dans l'artére temporale chez des 
nourrissons. 

By R. Sacrez, P. Beyer, and M. LaGouTiéRe. 
Pédiatrie, 39, 441-444, 1950. 4 refs. 

The veins of the scalp are commonly used for 
transfusions in young infants. Sometimes by 
mistake, and sometimes deliberately, a branch of 
the temporal artery is used instead and the authors 
record some untoward vasomotor effects that have 
followed this procedure. The determining factors 
appear to be the pressure used in the injection and 
the degree of general vasomotor irritability of the 
subject. The phenomena observed are an im- 
mediate local vasoconstriction followed by vaso- 
dilatation which may reach the stage of oedema 
and ecchymosis and last for several days. The area 
affected extends, according to the severity of the 
reaction, from the immediate surroundings of the 
injection to an area bounded by the midline of the 
vertex, the pirieto-occipital suture, the pinna, and 
the upper evelid. In the case of a cachectic infant 
of 13 months, mydriosis, corneal ulceration,, and 
decreased intraocu'ar pressure were observed. 
While recording these findings primarily for 
cautionary reasons the authors discuss briefly the 
nervous mechanisms involved. 


T. A. A. Hunter 
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207. Prolonged Intravenous Drip Infusion in the 
Treatment of Toxicoses in Infancy. (Tartos, vivéeres 
cseppinfuzio a csecsemékori toxicosis kezelésében.) 


3y and B. Domoxkos. Orv. Hetil., 91, 
900-908, July 16, 1950. 6 figs., 19 refs. 

A description of the technique of intravenous 
infusion in infants is given, with reference to such 
points as choice of vein, use of needle or cannula, 
clotting in the needle, and the need for care in pre- 
scribing the type of solution to be used and the 
rate and duration of the infusion in each individual! 
case of such conditions as acidosis, alkalosis, and 
anuria. The records of 5 cases are given, in which 
the results of laboratory investigations of the 
chemistry of blood and urine carried out at leisure 
are related to the estimate of the infant’s condition 
made on clinical grounds alone. Owing to the need 
for speedy action it is on the latter that reliance 
must be placed at present. There is a need for 
rapid methods of estimating the state of electrolyte 
and water balance in toxaemic infants. 

Dushanka Wolstenholme 


208. Acute Pulmonary Interstitial and Mediastinal 
Emphysema (Air Block) and Pneumothorax in 
Infancy and Early Childhood. 


By H. ApraHAmson, G. D. Rook, and C. H. 
Nau. J. Pediat., 36, 774-783, June 1950. 7 figs., 
22 refs. 

Since 1939, when Hamman (Ann. intern. Med., 
13, 923) and Macklin (Arch. intern. Med., 64, 913), 
drew attention to the occurrence of mediastinal 
emphysema and pneumothorax, several studies of 
this condition have been published. The present 
paper records 5 such cases in children ranging from 
birth to 41% years of age. The clinical picture is 
one of marked dyspnoea and cyanosis, often 
associated with fever, and although signs of 
pneumothorax may be present, in most cases no 
obvious abnormal physical signs are present to 
account for the symptoms. The diagnosis is made 
on X-ray examination. Among the precipitating 
factors are over-zealous inflation of the lungs during 
artificial respiration or anaesthesia, violent strain 
such as occurs with persistent vomiting, asthmatic 
attacks, and conditions causing recurrent bouts of 
coughing. 


In the 5 cases reported vomiting was severe in 2, 
asthma was present in 2 and in 1 a large amount of 


amniotic fluid was inhaled. The condition is 
benign in the majority of cases and spontaneous 
recovery usually occurs. No special treatment is 
necessary in the mild cases, but if cyanosis is 
present oxygen is given and chemotherapy is 
advisable in severe cases to prevent respiratory 
infection. The authors discuss the aetiology of the 
condition and agree with the views put forward by 
Macklin. R. M. 
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209. Retrolental Fibroplasia. A Clinical Study of 
Two Hundred and Thirty-eight Cases. 

By M. J. Kine. Arch. Ophthal., Chicago, 43, 
694-711, Apr. 1950. 2 figs., 12 refs. 

Clinical observations on 238 cases of retrolental 
fibroplasia are recorded; patients were followed up 
for 2 to 4 years and in some cases for 7 years. The 
early stages of the disease were not observed in 
this series of cases. . 

A full description of the clinical appearances ts 
given. Where the membrane is incomplete it is 
often triangular with the base in the region of the 
ciliary body and the apex extending back in the 
vitreous; usually it lies temporally. A _ persistent 
hyaloid artery was present in a few cases. The 
birth weight in 85 per cent of cases was less than 
4 Ib. (1.8 kg.), and in 44 per cent less than 3 Ib. 
(1.36 kg.). No case was seen where the birth 
weight was over 5 Ib. (2.3 kg.). 

The increase in incidence of the disease over the 
last decade is not entirely due to increase in the 
survival rate of premature infants or to past failure 
in diagnosis. Heredity, social factors, causes of 
prematurity, maternal disease during pregnancy, 
the Rh factor, and toxoplasmosis are ruled out as 
aetiological factors. Preliminary study of a small 
group of cases supports the theory of Owens and 
Owens that vitamin-E deficiency in the infant may 
be related. Cutaneous haemangiomata occurred im 
17 per cent of cases; this is not significantly 
greater than the incidence for premature infants 
generally. No other congenital anomalies occurred 
with any frequency. om 

Posterior synechiae were found in 64 per cent of 
cases and anterior synechiae in 15 per cent, usually 
in the later stages. Secondary glaucoma occurred 
in 16 per cent when synechiae were well developed. 
Five patients had buphthalmos. The hypertension 
usually subsided spontaneously and, although 
surgical measures controlled the tension in the 15 
cases in which they were used, all patients became 
totally blind. Enucleation for pain was performed 
in 4 cases. The chances of preserving vision when 
glaucoma has occurred are slender. 

The intelligence of 23 patients attending school 
was average or above average. 

Although 71 children were totally blind, 23 had 
visual acuity of 20/200 or better in at least one 
eve out of 210 cases in which vision could be 
estimated. 

The author recommends the use of 1 per cent 
homatropine with 1 per cent “‘ paredrine ’’ to dilate 
the pupils twice weekly in the first year after birth. 
The mydriatic should be used in the morning and 
its effect counteracted with 1 per cent pilocarpine 
the same evening Douglas Langley 


210. Retrolental Fibroplasia. A Case of Blindness 
in Premature Infants. 

By B. Epstein. S. Afr. med. J]., 24, 275-276, 
Apr. 15, 1950. 9 refs 
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Retrolental fibroplasia is becoming of increasing 
importance. As the mortality rate of premature 
infants falls, the incidence of this disease is likely 
to rise. The first evidence is the appearance of a 
small opaque spot, posterior to the lens and on 
its periphery. The small mass of fibroplastic tissue 
spreads rapidly in all directions and within a few 
weeks may cover the entire visible area of the 
posterior lens surface. The amount of abnormal 
tissue varies, from a thick mass spreading into the 
vitreous to a thin, incomplete membrane allowing 
some vision. It may be attached to the ciliary body 
or to the anterior margin of the retina. The socket 
may be small and there may be microphthalmia. 
Secondary complications include anterior and 
posterior synechiae, cataract, retinal separation, 
and glaucoma. The condition appears between the 
second and fifth months of postnatal life. 

There is as yet no explanation of its cause. 
There is a relatively high incidence in premature 
infants weighing under 3 lb (1.35 kg.). Various 
theories have been postulated. Krause calls it a 
pre-natal abnormality. Ingalls has demonstrated 
the possibility that anoxia due to ante-partum 
haemorrhage is a factor. Owens considers that it 
is entirely a post-natal condition due to the 
excessive treatment given in modern premature 
baby units such as high-protein diet, excessive 
administration of vitamins, repeated transfusion of 
blood, parenteral amino-acids, hormone therapy, 
and prophylactic use of antibiotics. 

The condition has been produced in rats by feed- 
ing the mother diets deficient in vitamin A. How- 
over, cases do occur in infants whose vitamin-A 
level is normal, and one theory is that an excessive 
intake of vitamin A may be an aetiological factor. 

Lilian Raftery 


211. Multiple Cystic Softening of the Brain in the 
Newborn. 

By C. E. Lumspen. J. Neuropath. exp. Neurol., 
9, 119-138, Apr. 1950. 16 figs., 29 refs. 

The author describes a case of multiple and 
symmetrical cavity formation in the brain of a 
7-week-old male infant, conforming in type to the 
case described in 1941 by Winkleman and Moore 
and to the first of 2 cases reported by Marburg and 
Casamajor in 1944. Pregnancy. and labour had 
been uneventful and the infant appeared normal for 
about the first 10 days of life. The symptoms when 
fully developed consisted of projectile vomiting, 
loss of weight, screaming attacks, muscular twitch- 
ings, and clonic movements of the limbs. The only 
abnormality noted in the cerebrospinal fluid was a 
protein content of 64 mg. per 100 ml. The child 
and mother were both Rh positive and Wassermann- 
negative. The parents and their families were 
healthy. There was one other child, aged 9, who 
was well. 

Necropsy revealed hypertrophy of the pylorus 
ventriculi and diffuse encephalomalacia, the brain 
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weighing only 230 g. instead of the customary 
330 g. at this age. The cerebral hemispheres, 
although symmetrical, were excessively soft, but 
the gyri were wizened in appearance. A rather 
gelatinous milky-like fluid exuded from the pseudo- 
cystic cavities, which for the most part were in 
the subcortical grey matter and the underlying 
white matter, spreading uniformly from the frontal 
to the occipital poles but at no point reaching to 
the ventricles. A meticulous search failed to reveal 
any evidence of thrombosis. Histologically the 
picture was one of degeneration and, like that of 
swayback in lambs, differed morphologically from 
the more classical forms of leucodystrophy only in 
the advanced degree of liquefaction. Throughout, 
there was a_ brisk microglial and astrocytic 
reaction, but almost an absence of lymphocytic 
infiltration. 

This article contains a brief [but useful] review 
of the literature on the infantile encephalomalacias 
and the author draws attention to the possible role 
of trans-synaptic degeneration and the greater 
ferment activity in the production of softening of 
the nervous system of the infant. If, he argues, a 
lytic ferment is liberated from damaged myelin 
which, under normal circumstances is in some way 
inhibited by the oligodendroglia, we can imagine 
an unimpeded spread of myelinolysis in an infant 
whose oligodendroglia is either primarily diseased 
or defective. W. H. McMenemy 


212. Well Water Methaemoglobinaemia in Infants. 


By H. Mepovey. Canad. med. Ass. ]., 62, 228 
230, Mar. 1950. 10 refs. 


The author, from the University of Manitoba, 
draws attention to methaemoglobinaemia as a 
possible cause of cyanosis in the first 2 months of 
life. The reported cases have been of artificially- 
fed infants 8 weeks old or less, living in rural areas, 
in whom cyanosis develops and persists in the 
absence of congenital heart disease or other 
demonstrable physical cause. Development is 
norma! during breast-feeding, but within a few days 
of weaning cyanosis appears and increases in 
intensity day by day. The blood is chocolate- 
coloured, and spectroscopic examination shows a 
well-marked methaemoglobin band. The cause 
can be traced to the preparation of feeds with well 
water of high nitrate content. Substitution of 
water of known purity results in spontaneous 
recovery within 24 hours. For severe cases 0.5 ml. 
of 1 per cent methylene blue injected intravenously 
in an infant of 8 lb. (3.6 kg.) may be life saving. 
Most cases have been reported from the north-west 
United States and Western Canada: within the last 
2 years there have been 154 cases and 12 deaths in 
Minnesota. The author recommends that “‘ every 
cyanotic rural infant under 2 months of age who is 
artificially fed should be regarded as a case of well 
water methaemoglobinaemia ’’. K. Black 
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213. Megaloblastic Anaemia of Infancy. Response 
to Vitamin B.,. 

By P. STURGEON and G. CARPENTER. 
458-467, May 1950. 1 fig., 16 refs. 

This paper describes the response to vitamin B,, 
of 5 cases of megaloblastic anaemia in infants. In 
3 cases the blood values were restored to normal 
by a single intramuscular injection of 25 yg of 
vitamin B,,. In the other 2 cases restricted obser- 
vations indicated an incomplete response, 


A. Brown 


Blood, 5, 


214. Acute Haemolytic Anaemia in Young Infants 
Caused by the Administration of Phenylsemicarbazine 
in High Doses. (Anémies hémolytiques aigués déter- 
minés chez le petit enfant par l’administration de 
phényl-semi-carbazide a doses élevées. ) 

By R. Desré, M. Lamy, M. AUSSANAIRE, P. 
Mozziconacci, and S. BuHor. Sem. Hép. Panis, 
26, 1905-1910, May 30, 1950. 8 refs. 

Acute haemolytic anaemia in infants, which 
presents a clear-cut picture, has been ascribed to a 
variety of causes. The authors describe g cases in 
which phenylsemicarbazide, better known as 
“ cryogénine ’’, proved to be responsible toxic 
agent. The use of cryogénine, long known as anti- 
pyretic, is once again becoming widespread in 
France, where it is frequently administered in sup- 
pository form. The authors warn against its use in 
young infants (most of the patients were under the 
age of two). They do not think that the original 
infections (ranging from nasopharyngitis to para- 
typhoid fever) had anything to do with the 
haemolytic anaemia. Cryogénine may itself cause 
pyrexia in toxic doses and the amount required to 
do this (and cause haemolysis and, perhaps, liver 
damage) varies from infant to infant. These cases 
require tmmediate blood transfusion. 

D. Preiskel 


215. Composition of Liquor Amnii in Haemolytic 
Disease of Newborn. 
By D. C. A. Bevis. 


Lancet, 2, 443, Sept, 30, 
1950. 3 refs. 

216. Sequences in the Development of Cirrhosis of 
the Liver in Cases of Erythroblastosis Fetalis. 

By J. M. Craic. Arch. Path., 49, 665-686, June 
1950. 10 figs., 23 refs. 

Changes in the liver were studied in 16 cases of 
erythroblastosis from the Childrens’ Medical 
Centre and the Boston Lying-in Hospital. 

In the first group of 10 cases parenchymal 
necrosis of the liver was found histologically, but 
there was no increase in the reticulum. In 9 of 
these there was support besides the necropsy find- 
ings for a diagnosis of erythroblastosis. The author 
discusses theories of the origin of parenchymal 
necrosis. 

A second group consisted of 4 cases of obvious 
and significant increase in the reticulum and 
fibrous tissue of the liver. All 4 cases occurred 
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before the discovery of the Rh factor but the family 
histories are consistent with a diagnosis of ery- 
throblastosis, and in 3 cases there was strong 
corroborative evidence. The third group 
sisted of 2 cases of cirrhosis following erythro- 
blastosis, in which the infant survived tor 3 weeks 
and for one month respectively. 30th livers 
showed considerable reticulum 
gross enlargement of the portal triads. 

Out of 141 infants dying of erythroblastosis, only 
in 11 per cent did the liver show severe anatomical 
damage. The incidence appears to be independent 
of the mother’s parity, the severity of the disease, 
or the length of postnatal survival Necrosis, cell 
regeneration, and fibrosis occur in antenatal and 
postnatal life 3efore birth they may be due to 
the effect on the liver of undiluted maternal ant 
Possibly the high intra-uterine pressure at 
birth may larger the 
place ntal barrier. The authors find the continua- 
tion of liver damage after birth more difficult to 
explain. Perhaps the huge demands for oxygen by 
i liver rned with increased erythropotesis 
because of anaemia may be responsible, though the 
not typically those of anaemia or 
Hepatic damage is not a specific lesion 


con- 


increas in with 


bodie >. 


enable molecules to cross 
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lesions are 
toxaemia 
of kernicterus. 

The authors are unable to explain the distribu- 
tion of free iron in the Kupffer and parenchymal 
cells, which is not parallel to the degree of bile 
stasis Peter Harvey 
Rubella Retinitis in Western Australia. 

y C. Mortey. Trans, ophthal. Soc. Aust., 9, 
212-214, 1949 

Out of 64 of the 82 children affected by maternal 
rubella in Western Australia and examined by the 
i1uthor, no less than 62 were deaf Of the 64 
children, 36 had retinitis, 6 had cataract, one a 
subluxation of the lens, and one myopia; 4 were 
mentally defective. In no instance had the 
retinitis affected vision 

The incidence of retinitis is certainly higher than 
that found in Queensland by Marks, or in Tasmania 
by Hami'ton et al.; the author urges similar surveys 
in South Australia, Victoria and New South Wales, 
with a periodical check-up of these unfortunate 
children ]. B. Hamilton 

218. Biological Diagnosis of Influenza in Relation to 
Pathology of Infectious Disease in Infancy. Results 
of 70 Hirst Tests. (Le diz.gnostic biologique de la 
grippe dar la pathologie infectieuse de nourrisson 

sultats de 70 réactions de Hirst.) 

R. A. Marovtzy and P. Depray. Sem. Hip 
Paris, 26, 2539-2541, July 14, 1950. 3 figs. 

Examination of 70 infants admitted to the 
lrousseau Hospital, Paris, with acute cerebral or 
respiratory conditions between December 1949 and 
March 1950, revealed a positive Hirst (influenza- 
intihaemageglutinin) reaction 29 The 


cases 
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group with positive reactions consisted of 5 cases 
of diarrhoea and vomiting associated with presence 
of an acute neurotoxin, 20 cases of an acute 
respiratory condition with generalized rales over 
the lung fields, and 4 cases of relatively mild upper 
respiratory tract infection. The peak of the 
epidemic occurred in December, when 20 cases 
recorded. The aetiological ro'e of influenza 
virus is, however, obscure, since in 41 essentially 
similar cases admitted during the same period 
there was no serological evidence of viral infection. 
The authors suggest that these patients were 
possibly infected with a virus not detectable by the 
usual means. J. tl. McCrea 
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219. Poliomyelitis of the Newborn. Pathologic 
Changes in Two Cases. 

By J. L. Baskin, E. H. Sous, and S. D. Mirts. 
dmer. J. Dis. Child., 80, 10-21, July 1950. 4 figs., 
22 refs. 

The authors review 10 cases of neonatal polio- 
myelitis in the literature and describe 2 of their 
own. The first baby was born while the mother 
was in a respirator with poliomyelitis. The baby 
was immediately isolated from the mother, bu 
became febrile on the 3rd day after birth and on 
the 5th day developed a right-sided paresis and 
bulbar symptoms. The cerebrospinal-fluid (C.S.F.) 
changes were typical of poliomyelitis, and the child 
died on the 7th day. There were typical changes 
of polio-encephalitis in the cord, medulla, pons, 
mid-brain, cerebellum, thalamus, and the motor 
areas of the cortex, with notable degenerative 
changes in the grey matter of the anterior horns of 
the cervical and lumbar enlargements. 

In the 2nd case, the mother developed signs of 
poliomyelitis 2 days after the birth of her child 
Eight days after birth the baby became febrile, 
and on the 9th day a flaccid paresis developed. 
The C.S.F. was normal on the 5th day, but showed 
changes typical of poliomyelitis on the 11th day, 
the child dying on the 14th day after birth. 
Histologically, there was a severe myocarditis, 
with typical changes of poliomyelitis chiefly in the 
cord and medulla. 

The authors point out that in the first case either 
the incubation period was 3'% days, which is less 
than the accepted minimum incubation period, or 
the infection was intra-uterine in origin. 

R. S. Illingworth 


220. Aureomycin Treatment of Infantile Diarrhoea 
and Vomiting. ' 

By J]. H. MaGnusson, G. Laurett, E. FRISELL, 
ind B. WERNER. Brit. med. J., 1, 1398-1400, 
June 17, 1950. 8 refs. 

The investigations and treatment of two 
epidemics of infantile diarrhoea and vomiting in 
the Sachs Hospital for Children are described. The 
first occurred in 20 infants during July-September, 
the second in 14 infants during September 
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November. All the infants in the first epidemic 
and io of the 14 infants in the second became 
affected during their stay in hospital. 

Bact. coli neapolitanum (B.C.N.) was demon 
strated [in the stools, one presumes, though this 
is not specifically stated] in 19 cases im the first 
epidemic and in all in the second. The organism 
was found in the respiratory tract of 15 cases, in 
the throat only in 3, in the nose and throat in 12. 
Out of a control series of 40 children in hospital at 
the same time, but without diarrhoea or vomiting, 
B.C.N. was found in the stools of one only 

The incubation period was from 4 to 17 days, 
most commonly between 8 and 12 days. The com 
monest symptom was diarrhoea, usually accom- 
panied by vomiting. In the first epidemic 8 cases 
were mild and 12 moderately severe or severe; 5 
children died. In the second epidemic, 2 cases 
were mild and 11 severe; no child died. All the 
infants were less than 1 year of age and 22 of less 
than one month old; 12 were premature, 7 in the 
first epidemic and 5 in the second 

Routine treatment was by admunstration of 
breast milk, “‘ arobon '’, and carrot soup by mouth, 
and plasma ‘‘ aminosol’’, glucose, and Darrow’s 
solution subcutaneously or intravenously. Peni 
cillin, sulphonamides, streptomycin were 


without effect. 
Aureomycin was given orally, 25 mg. six times 
a day, to 8 cases in the second epidemic after 


B.C.N. was found to be sensitive to this aatibiotic; 
the micro-organism’s resistance varied between 
0.16 and 0.6 #g. per ml., in thioglycollate broth. 
The results were good. The stools and faeces 
became free of B.C.N., in most cases, within a few 
days; in all, the clenical improvement was striking. 
The stools became firmer and the vomiting ceased, 
usually in 24 hours; by the 3rd to the 5th day the 
stools were norma! and there was a satisfactory 
gain in weight John D. Hay 


221. Acute Suppurative Infections of the Salivary 
Glands in the Newborn. 

By B. H. SHULMAN 
413-416, Sept. 1950. 


Amey. ]. Dis. Child 


9 refs. 
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222. On the Use of Hyaluronidase in Hypoder- 
moclysis in Infants. Englis! 

By N. Hatiman, E. KuLonen, and O 
SANDER. Acta paediatr., 39, a4-101, 1950 
6 reis 

This is a report on the clinical use of bacterial 
hyaluronidase and its efficacy tn comparison with 
the testicular product in increasing the rate of 
absorption in hypodermoclysis. Details of the 
production of crystalline hyaluronidase from a 
culture of a streptococcus grown in the’ presence of 
hyaluronic acid are given. This product was used 
in treating 32 patients of between 1 month and 2 
years of age who were convalescent after an 
intestinal infection, and who were given infusions 
of saline, glucose, or glucose-saline. It was found 
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that the rate of absorption was increased 2 to 5 
times, whether bacterial or testicular enzyme was 
used. In no case in which the bacterial prepara- 
tion was used did any undesirable side-effects 
develop. It is also much cheaper to produce than 
the testicular enzyme. E. H. Johnson 


223. Efficacy of Synthetic Antihistamine Drugs in 
Treatment of Acute Nutritional Disturbances in 
Infants. (Efficacia degli antiistaminici di sintesi ne) 
trattamento di disturbi acuti dell nutrizone nel bam 
bino.) 

By A. Leone. Ann. ital. Pediat., 3, 
June 1950. 4 figs., 26 refs 

Because of evidence previously obtained at 
Cagliari University that in the various forms of 
gastro-enteritis there is an increased amount of 
histamine in the blood, the author treated two 
groups of babies suffering from this disease with 
antihistaminic drugs. The first group consisted of 
13 infants with ‘‘ alimentary toxicosss’’; 3 died 
The group included 10 babies’ with 
dysentery-like symptoms; none died 

{There is no mention of controls or of the 
severity of the cases. | P. E. Polam 
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224. Chronic Poisoning due to Excess of Vitamin 
A. Description of the Clinical and Roentgen Mani- 
festations in Seven Infants and Young Children. 

By J. Carrey. Pediatrics, 5, 672-688, 
1950. figs., refs 

In seven children, whose ages were between 1 and 
3 years, the diagnosis of chronic poisoning due to 
excess of vitamin A was (eventually) made by the 
author. The chief clinical signs were anorexta, 
pruritus, hyper-irritability, multiple tender swell 
ings, usually commonest in the forearms but in 
some cases more conspicuous in the legs and feet, 
and limitation of locomotion Radiographs 
revealed hyperostoses in the skeletal system, the 
bones affected being the ulna, metatarsals, tibia, 
clavicle, lower ribs, fibula, metacarpals, radius, 
ind femur, in that order of frequency; hyperostoses 
were found in two or more of the long bones in 
every case, and were present under all the soft 
tissue swellings which could be demonstrated 
clinically. In three cases diagnosed while still 
under clinical investtgation the concentration of 
vitamin A in the plasma was raised (varying from 
400 to 2,000 1.u. per roo ml.), as also was the con 
centration of carotene in the plasma. It was elicited 
on inquiry (in some cases after a considerable 
interval of time) that all the patients had been 
receiving excessive amounts of vitamins A and D 
in the form of one or other of three commercial 
vitamin concentrates; the daily intake was estim- 
ated to have varied from 75,000 to as much as 
500,000 i.u. of vitamin A daily; the shortest latent 
period was 6 months, and the longest was i5 
months. After the administration of the vitamin 
preparation was stopped rap and complete clinical 
recovery followed in each case, while the concentra- 
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tion of vitamin A in the plasma tell gradually over 
several weeks. Clinical evidence is cited to show 
that the toxic condition was due to excess of 
vitamin A, and not to excess of vitamin D or 
to toxic proteins in the fish-liver oils. The 
differential diagnosis from infantile cortical hyper- 
ostosis, which the toxic signs and symptoms of 
hypervitaminosis A closely resemble, is discussed. 
Joseph Parness 


225. Causes of Death of Newborn in the Years 
1946-1949 at the M. Curie-Sklodowska University 
Hospital in Lublin. (Przyczyny Smierci noworodkow 
na podstawie materialu szpitalmego 1 klinicznego w 
latach 1940-1949 

By H. Kwitowa 
988, June 19, 1950 


Polsk 
19 refs. 


Tyg. lek., 5, 985 


220. Perinatal Mortality. (Mortalidade perinatal.) 
By C.C. DaCosta. An. brasil. Ginec., 15, 469 
490, June 1950 


227. The Size of the Infant and the Neonatal Death 
Rate. Masse und 
lichkeit. ) 

By H. HOsEMANN 


400-416, Sept 


Kindliche Neugeborenensterb 
Naturwissenschaften, 37, 


1950. 11 figs., 5 refs 
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225. Maternal Obesity. 
By J. H. SHELDON. 
12, 1949 3 higs., 25 
Some women become extremely obese after 
childbirth but the details of the process and its 
causes have received little or no attention by 
clinicians. The author studied 40 patients in 
whom obesity had developed in relation to the 
bearing of one or more of their 190 children. The 
gain, compared with the weight at marriage, 
varied from 20 to 125 per cent [wo or more 
phases could be distinguished: (1) an initial phase 
characterized by a rapid gain in weight which 
began abruptly, and either ended abruptly or 
gradually slowed as the weight approached its final 
stationary level; (2) a phase of equilibrium in which 
the weight remained, perhaps indefinitely, at its 
new high level; (3) an occasional phase of decline 
in which some or all of the superfluous weight was 
lost. Occasionally the initial rapid phase was 
replaced by a slow, steady gain continued for some 
years. The rapid gain in weight might begin 
during pregnancy or immediately after the con- 
finement and it might be a response to,one par- 
ticular pregnancy or to all the pregnancies; 
sometimes it did not appear till a late one. There 
was some evidence to suggest that it was more apt 
to arise in connexion with the birth of boys than 
of girls. One woman, for example, whose weight 
at marriage was 8st. 7 lb. (53.5 kg.) gave birth to 
5 girls in the next 6 years and began her sixth 
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pregnancy with a weight of 9 st. (56.7 kg.). After 
the birth of this child, a boy, she gained 44 lb. 
(19.8 kg.) in the first 4 months and then slowly 
gained a further 42 lb. (18.9 kg.) over the next 3 
years to reach a final weight of 15 st. 2 Ib. 
(96.2 kg.). 

In 17 cases the obesity began with the first baby 
and further gains occurred with each additional 
child; in the others it began in the second preg- 
nancy. Asa rule the weight, once it had reached 
its peak, remained stationary at its high level, but 
in 4 cases it declined, in 2 cases without any dis- 
coverable cause, in one after pregnancy, and in one 
after an emotional upset. In one case, in which 
the weight had been stationary for 10 years, the 
woman lost all the weight she had previously 
gained. Menstruation was not affected; in one case 
lactation was excessive. Disturbances of carbo 
hydrate metabolism occurred m some of the 
women in later life; 2 became diabetic and 6 others 
had abnormal glucose tolerance curves of diabetic 
type. That there was a hereditary element was 
suggested by the finding that the mothers of the 
women had suffered from obesity nearly twice as 
often as the mothers of a control group, though 
the sisters did not seem to be affected. There was 
a tendency for babies to be large, particularly 
among those women who became obese in each 
pregnancy 

The author suggests that the obesity is due to a 
hypothalamic disturbance which produces an 
obesity of similar nature to that which follows 
experimental injury to the hypothalamus; in a 
proportion of cases there is also a disturbance of 
antericr pituitary function which results in large 
babies and maternal diabetes F. J. Browne 


229. Puerperal Osteomalacia. (L’osteomalacia 
puerperale. ) 
By S. BERTINO 


Jan.-Mar. 1950 


Omnia med., Pisa, 28, 25-83, 
1 fig., bibliography 


230. Obstetrical Mortality in Edmonton for Ten 
Years (1939-1948). 

By A. H. MacLennan. Amer. J. Obstet. Gynec., 
60, 505-509, Sept. 1950 


OBSTETRIC OPERATIONS 
231. Conservative Surgery in Obstetrics. 
conservadora en obstetricia.) 


(Cirugia 


By J. Bazan. Sem. 
551, Sept. 14, 1a5o. 

232. Obstetric Operations in Difficult Labour. 

By R. A. Lennie. Edinb. med. ]., 57, 47-62, 
July 1950. 

233. Maternal and Foetal Indications for Episio- 
tomy. (Die miitterliche und die kindliche 
stellung zum Dammschnitt. ) 

By W. STEMMER. Neue med. Welt., 1, 

229, Sept. 23, 1950. 5 refs. 


méd., B. Aires, 62, 545 
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244. Rectovaginal Fistula after Episiotomy. 
(Rektovaginalfistel nach Episiotomie. ) 
By H. Hartt. Neue med. Wellt., 1, 
Sept. 23, 1950. 


1229 


1230, 


235. Craniotomy of the Live Hydrocephalic Foetus. 
(Craneotomia sobre hidrocéfalo vivo.) 

By A. Larenas OVALLE and R. 
SeputvepA. Bol. Soc. chil. Obstet. 
72-77, June 1950. 


FERNANDEZ 
Ginec., 15, 


2306. Indications for Application of Willett’s Scalp 
Forceps. (Richtlinien fiir die Anwendung der Galea- 
zange.) 

By L. V. VéGu and H. HorNuNG. Geburtsh, u. 
Frauenheilk., 10, 273-289, Apr. 1950. 1 fig., 
bibliography. 

The authors investigated the material at the 
Universititsfrauenklinik at Wiirzburg for the years 
1931-46 relating to the application of scalp forceps 
and compared the results with those of Burger’s 
clinic at Budapest in the years 1933-42 and his 
clinic at Wiirzburg in 1947-8. To secure the best 
results in terminating delivery the forceps should 
be used in selected cases: (1) of bleeding during 
labour; (2) of delay during parturition; (3) of mal- 
presentation (anomalies of position, presentation, 
rotation, and engagement of the head). In total 
placenta praevia the forceps is practically never 
used, and in lateral partial placenta praevia very 
rarely. However, the instrument is fairly useful in 
cases of lateral and partial placenta praevia 
associated with only slight bleeding, or in cases with 
very low insertion of the placenta. In all other 
cases Caesarean section is preferred. The scalp 
forceps may be used as a last resort in cases of 
delayed, neglected, and infected delivery, and even 
in cases of placenta praevia when a dead or 
immature infant is concerned. 

For terminating parturition for maternal reasons 
the authors resort more often to Caesarean section. 
Application of scalp forceps may be indicated in 
delayed parturition when manual rotation fails and 
application of ordinary forceps to the head is not 
yet suitable. A shot trial of traction with scalp 
forceps may be useful in correcting prolapse of an 
arm, a leg, or the cord. A good result depends on 
correct performance of the manoeuvre; the scalp 
should be pulled in the direction of the axis of the 
pelvis. Albert Eichner 

237. Kielland Forceps, and Leverage Extraction. 
( Kiellandzange und Hebalzug.) 

By A. H. Z. Geburtsh. Gynik., 132, 
355-376, 1950. 1 fig., bibliography. 

The use of Knebel’s leverage in forceps extrac 
tion is a step forward in forceps technique which, 
in view of the foetal mortality figure of 10 per cent 
in mid-forceps cases, cannot be disregarded. The 
form of Knebel lever described by the author can 
be used also with the type of forceps which enables 
the operator to grip a transversely arrested head 
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biparietally. Any obstetrician familiar with the 
Kielland forceps can thus obtain the advantage of 
Knebel’s leverage-extraction without risk. The 
lever can be removed from the forceps at any 
desired stage of the operation. 

This is only a preliminary report, but the author 
has already shown that, even with difficult forceps 
deliveries, leverage extraction is extremely casy, 
requiring a minimal amount of force. As a result 
the risk of damaging the foetal head is negligible. 
When more statistical material on leverage extrac- 
tions is available, a considerable fall in the 


mortality in cases in which forceps are used on the 
head after it has entered the pelvis but is still high, 
may be expected. 


I. Biever 


238. Forceps: Cranial Injury: Intrauterine Pneu- 
monia: Foetal Death. (Forceps. Trauma craniono. 
Pneumonia intra-uterina. Morte fetal.) 

By C. CorREA DA Costa. An. brasil. Ginec., 15, 
15-20, July 1950. 


239. Biparietal Application of Forceps. 
sito da pega bi-parietal.) 

By D. Vinuats. An. brasil. Ginec., 15, 21-30, 
July 1950. 


(A propo- 


240. Forceps Deliveries at the Simon Rodriguez 
Institute. forceps en el instituto Simon Rodri- 
guez.’’) 

By R. AScCANIO. 
99, 1950. 18 refs. 


Rev. Obstet. Ginec., 10, 890 


241. Caesarean Section at the Chicago Lying-in 
Hospital—-1931 to 1949. 

By W. J. DrecKMANN and A. G., SEsKI. 
Gynec. Obstet., 90, 443-450, Apr. 1950. 
rets. 

From May 1931 to June 1949, at the Chicago 
Lying-in Hospital, 2,871 Caesarean sections were 
performed, with an uncorrected maternal mortality 
of 12 (0.42 per cent); 1,500 operations with 10 
maternal deaths, were performed from 1931 to 
1942. From March 1942 to June 1949, 1,371 con- 
secutive Caesarean sections were accompanied by 
2 deaths, one from pulmonary embolism on the 
29th post-operative day in 1942 and the other from 
pulmonary embolism on the 8th post-partum day 
in 1948. Both these operations had been performed 
for severe toxaemia with non-dilation of the cervix. 
rhus, during 6'4 years, 1,100 sections had been pet 
formed with no deaths. 

The causes of death in the rest of the cases were : 
puerperal infection in 3, intra-abdominal haemor- 
rhage in 1, placenta praevia in 1, cardia 
in 1, eclampsia with cerebral haemorrhage in 1, 
tubercu'ous meningitis in 2, and pulmonary 
embolism in one other case. 

The authors state that the incidence of Caesarean 
section has remained constant over the past 18 
years. There has been a steady increase m the use 
of Caesarean hysterectomy in those cases in which 


Surg. 
3 figs., 


disease 
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previously ligation of the Fallopian tubes would 
have followed the section. Laparotrachelotomy 
and Caesarean hysterectomy are the two chief types 
of abdominal delivery practised in this Chicago 
There were about 20 extraperitoneal and 
The uterus is always 
The indications 


service. 
a few classical operations 
packed for a period of 8 hours. 
tabulated conform to currently accepted ideas. 
Maternal morbidity has shown a steady decrease 
Only in 5.3 per cent did the temperature rise to 
(102.4 F.). There has been a constant 
in the stillbirth and neonatal rate during 
The foetal mortality ascribable 


39 
decrease 


the 12-year period. 


to the operation itself is less than 1.0 per cent. 
Spinal analgesia, especially of the continuous 
is better for the baby than any other type of 


type, 

anaesthesia except local 
safe for 

given by a 


Maivesi Generali 
the mother as 
trained anaes- 


speaking, it is not so 
inhalation anaesthesia 
thetist after careful preparation. 

Death from peritonitis or bacteriaemia after 
Caesarean section as an elective operation must be 
charged to the obstetrician and the operatmg-room 
staff. All methods used for sterilizing solutions, 
instruments, packs must be 
checked periodically by 


drapes and 


the use of living bacteria. 


Lilian Raftery 


glove 


Indications for Caesarean: a Ten-year Review. 
Sth. med. ]., 43, 777-780, 


242 
By R. N. CREADICK 
Sept. 1950. 5 refs. 

Approach for 


Incision. 


Extraperitoneal 
Using the Cherney 


243. Routine 
Caesarean Section. 
{In English. | 

By J. W. 
H. M. JesuruN 
490-494, Aug. 1950 

244. Contamination 
Vernix Caseosa. 

3y P. Macpas. Brit. med 
1450 


A. ZIMMERMANN, and 
P. Rico, 42, 


Simpson, E 
Bol. Asoc 


6 rets, 


méd 


Wounds by 


of Caesarean 


I... 2, 763. Sept. 30, 


GYNAECOLOGY 
GENERAL. 

245. The Treatment of Disorders of the Vegetative 
Nervous System in Gynaecological Practice. (Zur 
Behandlung vegetativ-nervéser Stérungen bei gynak- 
logischen Krankheiten. ) 

sy G Miinch 
Sept 1 ret 


Paus med. Wschr., 92, 975, 


15, 1950 


246. The Significance of Vertebral Osteochondro- 
sis in Gynaecology. (Die Bedeutung Osteo- 
is der Wirbelsaule in der Gynikologie.) 

$y A. HILDEBRANDT. Geburts. u. Frauenheilk. 
10. 739-745, Oct. reis 
Genital Practice, 
Genitalprolaps in der 

By G 
1046-1049, Aug. 17, 


der 


chrondros 


1950. 4 figs., 12 
Prolapse in General 
Praxis.) 

Dtsch 


Der 


HILLEMANN Gesundhwes., 5, 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


248. Prolapse of the Lower Segment of the Anterior 
Vaginal Wall. (Il prolasso del segmento inferiore della 
parete vaginale anteriore.) 

3y P. CaTraNneo. Clin. ostet. ginec., 52, 167 


178, June 1950. 11 figs. 


249. Quantitative Chances in Peritoneal Fluid in 
Gynaecological Conditions. (Variazioni quantitative 
del liquido peritoneale ed affezioni ginecologiche.) 

By A. Rizzuttand F. OLIvELLI. Minerva ginec., 
2, 335-337, Aug. 1950. 9 refs. 

the 
(Die 


Recto- 
Sacro- 


Sacro-uterine 


250. Disease of 
Erkrangung der Mm. 


uterine Muscles. 
uterinus. ) 


By E. Martin. Zbl. Gynik., 72, 786-788, 195¢ 


DISORDERS OF FUNCTION 

251. Treatment with Tissue Massage in Gynaeco- 
logy. (Ueber die Behandlung mit Bindegewebsmas- 
sage in der Frauenheilkunde., ; 

By E. Hutremann. Zbl. Gyndak., 72, 789-794, 


1950. 8 refs. 


252. Discussion on the Use of Oestrogen Therapy 
in Gynaecology. 
By R. Bourc and J. Simon. Proc. R. Soc. Med., 


43, 719-730, Sept. 1950. 19 figs. 18 refs. 


253. Estrogen Therapy by Implantation of Estra- 
diol Crystals. 

By G. T. Newman. Amer. J. 
60, 661-664, Sept. 1950. 13 refs. 

254. Significance of Vaginal Cytograms in Diagno- 


sis and Treatment of Oestrogen Deficiency. (Vyznam 
cytogramu posevniho pro diagnostiku a therapii pri 


Obstet. Gynec., 


karenci oestrogenu.) 
By O. NyKLiceK. Cas. LéR. ces., 89, 1025-1030, 
Sept 15, 1950. 31 refs. 


255. Androgen Therapy in Women. ( Terapeutica 
androgenica en la mujer.) 
E. Fers. Prensa méd. argent., 37, 1976-1980, 


Aug. 15, 1950. 


256. Follicular Hormone and _ its Intrauterine 
Application. (L’hormone folliculaire et ses applica- 
tions intra-uterines. ) 

By T. Karotyt. C.R. Soc. frang. Gynéc., 20, 
149-153, May-Sept. 1950. 5 refs. 


Female Gonadal Dysfunction. A Survey of 


257- 
Clinical Manifestations, its 


its Background, its 
Rational Treatment. 

By L. M. Stowe. Obstet. Gynec. Surv., 5, 447 
407, Aug. 1950. 42 refs. 


258. Present-day ideas on the Menstrual Cycle and 
its Anomalies. (Die heutige Auffassung iiber den 
Ablauf des Zyklus und Seiner Anomalien.) 

H. Stieve. Zbl. Gynik., 72, 897-907, 1950. 17 


refs. 
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259. The Cure of Pathological Menstrual Cycles 
without Anatomical Abnormalities by Sinusoidal 
Electrotherapy, and its Socio-economic Significance. 
(Die Heilung des krankhaften Periodenverlaufes bei 
normalen Genitalbefund durch sinusoidale Elektro- 
therapie und ihre volkswirtschaftliche Bedeutung.) 

By R. Kiorz. Zbl. Gynik., 72, 952-958. 5 refs. 


200. The Incidence of Cervical Diseases seen in 
Private Practice, and the Results of Treatment. 

L. C. OGBuRN. North Carolina med. ]., 11, 490 
494, Sept. 1950. 4 refs. 


261. Haemoperitoneum of Ovarian Origin. (Hemo 
peritoneo de origen ovdrico.) 

By G. CaBrera and A. GuzMAn. Bol. Soc. chil. 
Obstet. Ginec., 15, 59-61, May 1950. 7 refs. 


262, Ovarian Intraperitoneal Haemorrhage not 
Associated with Pregnancy. (Quelques observations 
i hémorragies ovariennes intra-péritonéales non gravi- 
diques. ) 

By X. SerRaFINoO. C.R. Soc. frang Gynéc., 20, 
163-167, May-Sept. 1950. 


263. Observations on Persistent Corpus Luteum. 
(Beitrag zur Frage der Corpus-luteum-Persistenz. ) 

By H. Kyank. Zbl. Gynik., 72, 938-0944, 1950. 
5 figs., 43 refs. 


204. Irregular Shedding of the Endometrium. 
By J. L. McKetvey. Amer. J]. Obstet Gynec., 
60, 523-527, Sept. 1950. 


265. The Experimental Production of Irregular 
Shedding of the Endometrium. 

By W. H. Masters and D. T. MaGALton. Amer. 
J. Obstet. Gynec., 59, 970-978, May 1950. 9 figs., 
11 refs. 

The authors have thrown further light on the 
mechanism of functional uterine haemorrhage by 
an investigation into the bleeding which occurs 
after prolonged progesterone influence on the endo- 
metrium in association with irregular shedding. 
Groups of post-menopausal women were chosen who 
had received 2 mg. of oestradiol benzoate intra- 
muscularly per week for over 3 years as part of a 
basic investigation into hormone replacement in the 
aged, and a daily dose of progesterone was given 
intramuscularly in addition. In 4 out of 8 patients 
who received 5 mg. daily for 21 days ‘‘ break- 
through ’’ bleeding developed on the 17th to 20th 
day and in all withdrawal bleeding appeared after 
the 21st day; in 12 out of 14 given 10 mg. daily 
‘‘ break-through ’’ bleeding developed and all had 
withdrawal bleeding. Endometrial biopsy examina- 
tion after 3 days’ bleeding revealed an incomplete 
pattern of irregular shedding. These histological 
criteria consisted of the presence of secretory types 
of glands, including ones which were collapsed or 
star-shaped, a shrunken or oedematous stroma with 
a missing surface epithelium, and dilated superficial 
arterioles. A further experiment was performed in 


149 


which slow involution of the corpus luteum was 
simulated by giving 8 patients 25 mg. of proges- 
terone daily for 7 days, followed by 10 mg. daily 
for 7 days, and then 5 mg. daily until bleeding 
occurred. Biopsies taken on the 5th day of “‘ break- 
through ’’ bleeding showed a convincing pattern of 
irregular endometrial shedding, and all patients had 
withdrawal bleeding. 

The treatments suggested for bleeding due to pro 
longed progesterone influence are: (1) curettage to 
remove the susceptible endometrium; (2) excessive 
administration of oestrogen to oppose the luteal 
influence by pituitary depression; (3) administra- 
tion of 25 mg. of progesterone daily for 2 or 3 days, 
to be followed by a chemical curettage as with- 
drawal bleeding occurs. C. W. F. Burnett 


206. The Clinical-diagnostic Significance of the 
** Pupillary ’’ Phenomenon. [In Russian. 

By M. D. Motseenko. Akush. Ginek., No. 2, 
28-32, Mar.—Apr. 1950. 

Daily observation of the uterine cervix showed 
that on the 8th and goth days of the menstrual 
cycle the external os in a normal woman is enlarged 
and is filled with mucus. The reflection of a beam 
of light thrown on the cervix resembles the image of 
the pupil during refraction. Hence the name of 
‘* pupillary phenomenon ”’ is given to this appear- 
ance. 


Two types of gynaecological abnormality were 
investigated. Primary and secondary amenorrhoea 
associated with low daily excretion of oestrogen in 
the urine were both related to a negative (non- 


enlarged) pupillary phenomenon. In the second 
group studied, haemorrhagic metropathia was 
associated with high urinary level of oestrogen, 
positive pupillary phenomenon, and non-menstrual 
findings in biopsy specimens of uterine mucosa. 
Thus the pupillary phenomenon is of diagnostic 
value in cases of hormonal amenorrhoea and 
hormonal metropathia haemorrhagica. It is of 
prognostic value in the latter cases because a 
positive pupillary phenomenon is usually associated 
with abnormal (non-menstrual) findings in the 
uterine mucosa, and assists in choice of therapy 
because it answers the question whether or not the 
oestrogen-progesterone balance is abnormal. 


E. W. Collis 


207. Findings in. the Sella Turcica in Primary 
Amenorrhoea. (Sellabefunde bei primarer Amenor- 
rhoea.) 

By E. Zbl. Gynik., 72, 908-915, 1950. 
5 figs., 32 refs. 


268. Treatment of Secondary Amenorrhoea Simul- 
taneously with O6cestrogens and Progesterone. 
(Behandling ay sekundar amenorrhé simultant mec! 
oestrogen och progesteron.) 

By C. von Numers. Svenska Liikartidn., 39, 
2148-2157, Sept. 29, 1950. 28 refs. 
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269. The Cause and Treatment of Menorrhagia. 
(Ursachen und Therapie gynakologischer Blutungen.) 
By F. Lewina. Ther. Gegenw., 89, 262-264, Aug. 


1950. reis 


270. Effects of Intravenous Adrenaline in Menor- 


rhagia and Metrorrhagia. (Osservazioni sugli effetti 
enalina sa nelle meno-metrorragie.) 

By S. STEFANELLI. Momit. ostet.-ginec., 21, 32 
328, Sept.-Oct. 10 refs 


2 A Case of Metropathia Haemorrhagica in Old 


Age. ntarios sobre un caso de metropatia 
nemorrag i€ ina anciana.) 
By V. Butso Bettor. Rev. esp. Obstet. Ginec., 


272. Our Experience in Treatment of Menopausal 
Metrorrhagia by Radium. (Nuestra experiencia en el 
raitamiento de las metrorragias graves del climaterio 
por curieterapia. ) 

By M. Lutsaand M. V. QuapRas-BorRDES. Aisa, 
Mex., 45, 2826-2828, May 1950. 10 refs. 


273. The Significance of Post-menopausal Bleeding, 
as seen from the Last 10-years Clinical Material at the 
University Gynaecological Clinic, Rostock. (Die 
Bedeutung der postklimakterischen Blutungen nach 
dem Krankengut der Letzten 10 Jahre an der 
Universitats-Frauenklinik Rostock.) 

By E. Lewin. Geburts u. Frauenheilk., 10, 783 
790, Oct. 1950. 17 refs. 


274. Treatment of Discharges from the Vagina in 
Private Practice. 

By G. G. Passmore. North Carolina med. J]., 11, 
187-490, Sept. 1950. 8 refs. 


275. The Management of Infertility. 


3y J. T. Davis and T. B. Setters. New Orleans 
ned. surg. ]., 103, 120-127, Sept. 1950. 17 refs. 


7>. Some Aspects of Fertility. (Réflexions sus 
certains aspects de la fertilité.) 
By S. L. SIEGLER. C.R. Soc. franc. Gynéc., 20, 


173-177, May-Sept. 1950. 34 refs 


277. Recent Concepts in the Study of Infertility. 

By H. D. CLape and D. R. Wetr. Ohio St. med 
/., 46, 877-881, Sept. 1950. 11 refs. 
278. Fibromyoma of the Uterus and Sterility. 
us et stérilité.) 

By J. Bravarski. Sem. Hop. Paris, 26, 3644 
3646, Sept. 18, 1g50. 1 fig 


bromyome de l’utér 


79. The Technique of the Methylene Blue Test for 
Tubal Permeability. (Zur Technik der BI 
Prufung der Tuberendu gia 
By H. HINSELMANN. 
1950. 


Gynak., 72, 961-963, 


280. The Use of Coloured Sulphonamide or Peni- 
cillin Solutions in the Hinselmann Technique for 


Diagnosis of Tubal Permeability. (Kurze Mitteilung 


AND GYNAECOLOGY 


liber die Verwendung gefarbeter Sulfonamidoder 
Penicillinlésungen im Rahmen der Chromodarstellung 
der Tuben nach Hinselmann. ) 

By E. Beckmann. Zbl. Gynik., 72, 964-968, 
1950. 12 refs. 


ANOMALIES OF THE REPRODUCTIVE ORGANS 


251. Female Pseudohermaphroditism with Hypo- 
adrenia. 

By T. C. 
1950. 7 figs., 


Panos. Pediatrics, 
bibliography. 

Two cases of the syndrome of female pseudohet 
maphroditism and associated hypoadrenia are 
described in infants. In both cases anorexia was 
noted shortly after birth, with weakness, vomiting 
beginning at about 3 weeks of age, frequent attacks 
of diarrhoea, emaciation, severe dehydration, and 
shock at about 3 months. A greatly enlarged clitoris 
simulated a penis, a “‘ urinary meatus’’ was 
situated on the under-surface of the clitoris or 
perineum, and a “‘ scrotal sac ’’ was present. Crises 
occurred, associated with a fall in levels of serum 
sodium and chloride, and a rise in potassium level. 
Urinary excretion of 17-ketosteroids was raised. 

Cystoscopy revealed the presence of a urogenital 
sinus and “ prostatic urethra ’’, containing an 
elongated utricle. Injection of radiopaque sub- 
stance through the utricular slit resulted in an 
outlining of uterus and Fallopian tubes, and intra- 
peritoneal spilling. Exploratory laparotomy r 
vealed normal female internal genitalia and no male 
gonadal tissue; ovarian biopsy examination showed 
the presence of primordial follicles. The adreno 
cortical insufficiency responded to the administra- 
tion of sodium chlorkle alone or with deoxycortone 
(desoxycorticosterone) acetate. In cases of pseudo 
hermaphroditism without adrenocortical insuffici 
ency, excision of adrenocortical tissue may be 
considered, but such operations are contra-indicated 
when there is hypoadrenia 


5, 972-987, June 


L. A. Cruttenden 


282. Uterus and Adenxa in a Male 
Hernia. 

By N. L. Wucrsoun. S. Af 
318, Apr. 29, 1950. 1 fig. 

The case ts described of an adult male European, 
aged 34, who attended the Wolmaransstad Hospital, 
Transvaal, complaining of a left inguinal swelling 
first noticed in his school-days. This swelling had 
always been reducible, but had recently given rise 
to discomfort. The man had been married one year 
and led a normal sexual life. His wife had had 
a 4's-month miscarriage 7 months after their 
marriage and 2 months before the patient’s 
admission. Examination showed normal secondary 
sexual characters. The right testis was absent, but 
the left appeared normal In the left inguinal 
region there was a reducible swelling with an 
impulse on coughing, and the diagnosis was made 


Inguinal 


ry. med. J]., 24, 317 
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of left indirect inguinal hernia. At operation the 
hernial sac contained a small uterus, a cervix going 
in the direction of the upper pole of the prostrate, 
rudimentary Fallopian tubes and broad ligaments, 
and two gonads attached to the end of the tubes, 
the lower one being in the left scrotal sac. This 
had been regarded as a normal testis before opera- 
tion. The greater part of the mass was removed 
without disturbing the lower gonad, from which a 
biopsy was taken. 

Microscopically, the uterus showed active endo- 
metrium and cervical tissue, and both gonads 
showed active testicular tissue. The ‘‘ Fallopian 
tubes’’ were made up of tissue resembling 
epididymal tissue. The patient made an uneventful 
recovery. Lilian Raftery 


283. Unicornuate Uterus Associated with Agenesis 
of the Kidney: Report of Two Cases. 

By A. F. Daro, H. A. Gottin, and E. G. Nora. 
J. Int. Coll. Surg., 14, 211-214, Aug. 1950. 2 figs., 
3 refs. 


284. A Radiological Picture Showing a Diverticu- 
lum of the Endocervical Canal. (Image diverticulaire 
du canal endocervical.) 

By C. Marprus. C.R. Soc. frange. Gynéc., 20, 
167-173, May-Sept. 1950. 3 figs. 
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285. Results of Local Infiltration of Penicillin in 
Gynaecology. (Résultats de l'utilisation des infiltra- 
tions locales de pénicilline en gynécologie. ) 

By X. Serarino. C.R. Soc. frang. Gynéc., 20, 
160-163, May-Sept. 1950. 


286. The Role of Oxyuris vernicularis in the Patho- 
genesis of Certain Types of Vulvovaginitis in Children. 
(Influenza dell’oxyurus vermicularis nella patogenesi 
di aleune vulvovaginiti delle bambine.) 

By T. MarTELLI. Aggiorn. pediat., 1, 272-276, 
Aug. 1950. 4 figs., 3 refs. 


287. The Incidence of Different Bacteriological 
Pictures of the Vagina in Central Europe. (Stredoev- 
ropsky prumer vyskytu jednotlivych mikrobnich 
obrazu posevnich.) 


By R. Peter. Csi. Gynaek., 15, 504-505, 1950. 


288. Vulvovaginal Moniliasis. 

By R. M. and M. H. Parrotrr. Amer. 
J. Obstet. Gynec., 59, 1005-1012, May 1950. 5 
figs., 9 refs. 

At the University of Michigan Hospital the 
authors carried out a clinical and laboratory inves- 
tigation on 836 patients over a period of 2% 
months to ascertain the incidence of vulvo- 
vaginitis due to yeasts. Each specimen of vaginal 
exudate was cultured on Sabouraud’s medium 
containing 15 units of penicillin per ml. The 
organisms were also stained and examined micro- 
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scopically if there was any doubt regarding their 
nature as judged by the cultural characteristics. 
Four organisms were isolated, 3 of which were 
yeast-like organisms—Monilia albicans, Myco- 
derma, and a red torula—and the other a non- 
specific saprophytic bacillus. The bacteriological 
methods are fully described in the original article 
with accompanying illustrations of two of the 
organisms and their cultural characteristics. It was 
found that only 15.9 per cent of the patients har- 
boured Monilia albicans, of whom 38.3 per cent had 
signs or symptoms attributable to a yeast vulvo- 
vaginitis, whereas 61.7 per cent presented no 
abnormality. In addition, vulvovaginitis was 
associated with positive cultures of Mycoderma in 
26.7 per cent, of the red torula in 38.7 per cent and 
of bacteria in 30.3 per cent of the patients. 
Jean R. C. Burton-Brown 


25y. A Statistical Study of Results of Bacterio- 
logical Examination of Vaginal Smears in Adult 
Women. (Revue statistique des résultats des examens 
bactériologiques frottis vaginaux de femmes 
adultes. ) 

By R. Dana. 
275, Oct. 1950. 


des 


Gynaecologia, Basel, 130, 265- 


290. Leucorrhoea Due to Trichomonas vaginalis, 
(Les leuchorrhées & trichomonas vaginalis.) 

By P. STEPHANOVITCH. Gaz. méd. France, 57, 
963-965, No. 1, Oct. 1950. 


291. The Treatment of Cervicitis in General Prac- 
tice. (Le traitement des cervicites en cliéntéle.) 

By L. Rem. Un. méd. Can., 79, 1043-1046, 
Sept. 1950. 1 ref. 


292. Female Genital Tuberculosis: a Critical Review 
of the Literature During the Ten-year Period from 
1940 to 1949, 

By A. M. SUTHERLAND. Glasg. med. J., 31, 279 
295, Sept. 1950. Bibliography. 


NEW GROWTHS OF THE REPRODUCTIVE 
ORGANS 


293. One Year of Consultations for Prophylaxis of 
Carcinoma. (Ein Jahr Krebsfiirsorge-Sprechstunde.) 


By H. R. Zbl. Gynik., 
72, 849-852, 1950. : 

294. The Organization of Cancer-finding Clinics, 
(Zur Organisation der Krebs-Beratungestellen. ) 

By E. HtnpDerFELD. Zbl. Gyndk., 72, 852-854, 
1950. 

295. Total Hysterectomy as a Method of Cancer 
Prophylaxis. 

By R. R. Braunp and C. R. Green. Memphis 
med. J., 25, 148-150, Sept. 1950. 12 refs. 

296. Testerone Treatment of Incurable Female 
Genital Carcinoma. (Ueber die Testosteronbehandlung 
des inkurable weiblichen Genitalkarzinom: 
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3y H. BurGer and H. Drescuer. Dtsch. med. 
Wschr., 75, 835-837, 1950. 16 refs. 

Drawing their analogy from the symptomatic 
treatment of mammary carcinoma with testo- 
sterone, the authors treated incurable cases of 
female genital carcinoma with testosterone pro- 
pionate in doses of 600 to 6,000 mg., and report 
that their cases showed subjective improvement 
Pain was alleviated, the appetite improved, and 
the patients gained weight. No primary effect on 
the tumour could be demonstrated. No apparent 
ill-effects of this treatment, apart from the viriliz- 
ing action of the hormone, were noticed. 

Five cases were treated with a single dose of 
100 mg. testosterone propionate, but this was 
insufficient, and even single doses of up to 300 mg. 
were found to be ineffective. The most successful 
results were in a group of 13 patients who received 
100 to 400 mg. at 10- to 14-day intervals for many 
months; in these subjective improvement was 
observed. This group included 5 cases of local or 
parametrial tumour and metastases, all columnar- 
cell carcinomata. 

All cases on testosterone received irradiation 
therapy and analgesics, as well as several nerve or 
caudal blocks. The authors point out that hormone 
treatment does not do away with the need for the 
recognized forms of therapy. W. Stern 


297. Our Experience with Testosterone-propionate 
in Cancer of the Female Genital System. (Nase 
zkusenositi s podavanim testosteronpropionatu u 
rakovin Zenskych rodidel. ) 

By J. Kriz. Lék. Listy, 5, 543-545, Sept. 15, 
1950. 7 rels. 

298. Experience in Treatment of Malignant Tumours 
of the Genitalia at the University Gynaecological 
Clinic, Géttingen, 1937 to 1944. (Ergebnisse der 
sehandlung der bdésartigen Genitaltumoren an der 
Universitats-Frauenklinik Géttinger in der Jahren 
14 37 1944.) 

By H. Czecu, R. K. Kepp, and G. WottHaus 
Strahlentherapie, 82, 321-354, 1950. 


299. Evaluation of Unilateral X-ray Irradiation 
(Wintz) in Combating Cancer of the Female Genitalia. 
(Was leistet die einzeitige Réntgenbestrahlung nach 
Wintz in der Bekampfung der weiblichen Genital- 
carcinome? ) 

By R. WENNER and G. REICHEN. Gynaecologia, 
Basel, 130, 185-202, Sept. 1950. 1 fig., 5 refs. 


300. Retroperitoneal Tumours Simulating Neo- 
plasms of the Genital Tract. (Tumores retroperito- 
neales simulando neoplasmas de tracto genital.) 

By FERNANDEZ-Ruiz. Toko-ginec. pract., 9, 
363-367, Aug.-Sept. 1950. 9 refs. 


301. Tumours of the Vulva. (Neoplasias de la 
vulva.) 

By L. Truck AuBerT. Rev. mex. Cir. Ginec. 
Cancer, 18, 112-118, Apr. 1950. 


302. Carcinoma of the Vulva. 
By S. Macepa. Philippine J. Surg., 5, 175-178, 
July-Aug. 1950. 2 figs., 9 refs 


503. Treatment of Carcinoma of the Vulva. (Zur 
rherapie des Vulva-Karzinoms. ) 

By H. Huser. Geburts. u. Frauenhedtk., 10, 
639 650, Sept. 1950. 


Carcinoma of the Vulva and Urethra. (( ar- 
vulvouretral. ) 

By J. A. Sacaper, L. A. and E. Bara- 
reLLi. Prensa med. argent., 37, 1836-1839, Aug. 11, 
1950- 35 refs. 


,05. Fibrosarcoma in the Site of Bartholin’s Gland. 

By W. J. Reicu, W. A. GraBer, and M. J. 
NecHtow. Amer. J. Obstet. Gynec., 60, 684-685, 
Sept. 1950. 1 fig. 


Solid Vaginal Teratoma. Teratoma solido 

iginal.) 

By A. H. Eurrapo. Rev. Ginec. Obstet., 44, 
510-520, Aug. 1950. 9 refs. 


jo7. Leiomyosarcoma of the Rectovaginal Septum, 
Leiomiosarcoma del tabique rectovaginal. ) 
By N. Arenas, O. BLANncHaRD, and J. M. 


GENTILE. Prensamed. argent., 37, 1844-1847, Aug. 
11, 1950. 8 refs. 


305. A Series of 90 Cases of Neoplasms of the Corpus 
Uteri. Diagnosis and Treatment. (A propos d'une 
série de go cas de néoplasme du corps utérin. Diag- 
nostic et traitement. ) 

By R. and E. Larticaup. Rev. frane. 
Gynéc., 45, 161-177, July-Aug. 1950 


309. An Interesting Case of Fibromyoma of the 
Uterus. 

By Brojo Dutat De. Calcutta med. ]., 47, 225 
227, July 1950. 5 refs. 


310. Blood and Bone-Marrow Morphology in Cases 
of Fibroids. (La crasi emato-midollare nella fibroma- 
tosi uterina.) 

By S. STEFANELLI. Monit. ostet-ginec., 21, 250 
289, July—Aug. 1950. 7 figs., 33 refs. 


311. The Pathogenesis of Anaemia in Fibroids. (Zur 
Pathogenese der Anamie bei Myomen.) 

By B. Jasinski and E. DiENER. Gynaecologia, 
Basel, 130, 233-241, Oct. 1950. 2 figs., 6 refs. 


312. Gangrenous Fibroid of the Uterus. (Fibro- 
mioma gangrenado do utero.) 

By N. B. Bencutmot. Hospital, Rio de J., 38, 
435-456, Sept. 1950. 1 fig. 


313. The Ovary in Subjects with Malignant 
Tumours of the Uterus. (L’ovaio nelle portatrici di 
neoplasie maligne dell’utero.) 

By L. D’INcertTI Bonini. Riv. ital. Ginec., 33, 
379-416, Sept.-Oct. 1950. 8 figs., 33 refs. 
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314. Adenoacanthoma of the Uterus. 
By S. Coun and P. RosenBiatr. N. Y. St. 
Med., 50, 2199-2200, Sept. 15, 1950. 3 figs., 9 rets. 


315. Adenocarcinoma of the Fundus After Epithe- 
lioma of the Cervix: Report of Case. 

By C. M. Lana, J. H. Pratt, and R. E. Ficke. 
Proc. Mayo Clin., 25, 523-526, Aug. 30, 1950. 
2 refs. 

310. Genital Smears in the Diagnosis of Adeno- 
carcinoma of the Uterus. 

By W. K. Cuyter, L. A. KaurMann, and B. 
CARTER. North Carolina med. J., 11, 494-498, 
Sept. 1950. 9 refs. 

317. The Practical Value of the Vaginal Smear. (La 
valeur pratique des frottis vaginaux.) 

By A. and P. XHENSEVAL. Fev. 
Liége, 5, 539-550, Sept. 15, 1950. 4 figs. 

318. A Clinical Evaluation of 3,500 Vaginal Cyto- 
logic Studies. 

By N. B. Rercuer, B. W. Massey, and E. 
BECHTOLD. Amer. J. Obstet. Gynec., 59, 860-866, 
Apr. 1950. 4 figs. 12 refs. 

The authors endeavour to answer the question: 
‘* How much help can one expect from the vaginal 
smear as related to the diagnosis of cancer of the 
female genital organs? '’ Smears were collected, 
fixed, and stained by the method of Papanicolaou. 
All smears reputed positive (malignant) were 
checked by tissue biopsy, while about 25 per 
cent of the negative smears were so checked, 
the rest being accepted as from clinically 
benign lesions after clinical follow-up, with the 
exception of 9 cases in which a false negative 
diagnosis proved to have been made. The findings 
in the 3,500 smears were as follows: reported 
benign 3,407 (97.4 per cent); finally proved benign 
3.415 (97.6 per cent); reported malignant 93 (2.6 
per cent); finally proved malignant 85 (2.4 per cent). 

In 18 cases of adenocarcinoma there were 13 
positive smears and 5 negative, a false-negative 
error of 27.8 per cent. In addition 6 cases were 
mistakenly considered to be of adenocarcinoma, a 
false-positive error of 31.6 per cent. In 67 cases of 
squamous carcinoma there were 4 false-negative 
smears, a false-negative error of 5.9 per cent, and 
there were 11 false-positive smears, a false-positive 
error of 14.9 per cent. 

In all, 9 smears were wrongly said to be negative, 
a total negative error of 10.6 per cent. On the 
other hand, 17 so-called positive smears were really 
negative, a total positive error of 18.4 per cent. 
The combined error for the entire series is thus 26 
out of 3,500 cases, or 0.74 per cent. The low 
incidence of error in the entire series is of course 
due to the high number of correctly-diagnosed 
negative smears (97.6 per cent). The 9 false- 
negative smears out of 85 clinically proved cancers 
represent 11 per cent error and indicate that if a 
patient has a genital tract cancer the cytologist has 


meéd. 


153 
only an 89 per cent chance of diagnosing it. On 
the other hand, the figure of 17 false-positive 
smears out of 93 means that any given patient with 
a positive smear has an 82 per cent chance of har- 
bouring cancer. 

The greatest number of errors occurred in endo- 
metrial carcinoma, for adenocarcinoma of the 
corpus was not diagnosed in 5 out of 18 cases (27.8 
per cent). In the diagnosis of squamous carcinoma, 
on the other hand, the error was much less, since 
there were only 4 false-negative smears out of 67 
cases of proved squamous cancer (5.9 per cent). 

The authors conclude that the vaginal smear is 
a valuable adjuvant in the diagnosis of cancer. It 
is helpful both in malignant and non-malignant 
disease, but its study cannot be used asa substitute 
for biopsy examination. F. J]. Browne 


319. Cytologic Diagnosis of Malignant Disease in a 
General Office Practice. 

By W. KaurMann and H. R. Fisce. Surg. 
Gvnec. Obstet., 90, 451-454, Apr. 1950. 10 refs. 

The report presented covers the period January 1, 
1948, to May 7, 1949; smears from the vaginal 
vault were mainly exammed. A few smears 
obtained by aspiration of material from the breasts 
or of secretions from the nipple were also avail- 
able. With very rare exceptions, all smears were 
obtained from patients coming to their doctor’s for 
a general physical examination. Papanieolaou’s 
method of fixing and staining the smears was used. 
Very little, if any, clinical information was usually 
available. An average of 10 minutes was spent in 
the examination of each individual smear. A well- 
trained technician who has some knowledge of 
cytology can be taught to make a diagnosis from 
such a smear. 

A total of 1,721 cases were examined; 47 were 
reported positive and 1,674 negative. Of the 47 
positive cases, 26 were confirmed as cases of 
malignant disease by biopsy, curettage, or other 
conventional histo-pathological methods. Twelve 
patients did not avail themselves of further 
examination. One positive smear was found to 
come from a patient in whom a carcinoma of the 
cervix of the uterus had been irradiated 11 years 
previously. The remaining 8 cases were proved 
negative by biopsy or curettage. Of the 26 cases 
of proved carcinoma 13 (50 per cent) were 
squamous-cell carcinomata of the cervix uteri, 10 
(38 per cent) were adenocarcinomata of the corpus 
uteri, and 3 (12 per cent) were carcinomata of the 
breast. 

There is, therefore, a definite value in cytological 
methods for early diagnosis of malignant disease, 
but they should still be regarded as merely an aid 
in the diagnosis. Lilian Raftery 


320. Gelfoam, Vaginal Smear, and Biopsy in the 
Diagnosis of Uterine Carcinoma. 
By J. Ricu, A. A. ANGrIstT, and F. CARPENTER. 
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Amer. |. Obstet. Gynec., 59, 1029-1035, May 19509. 
8 figs., 6 rels 

An attempt was made to evaluate the use of the 
‘ gelfoam ’’ sponge-biopsy method of detecting 
uterine carcinoma, and to compare it with the 
vaginal-smear method. 

A series of 68 cases of suspecte d uterine carcinoma 
was studied at Queen's General Hospital, New 
York. A vaginal smear, gelfoam biopsy spec men, 
and surgical biopsy specimen were examined in 
each case. The vaginal smears were stained by 
the Papanicolaou technique, but in about 10 per 
cent of cases re-examination was required because 
of poor staining or negative results. The gelfoam 
No. 12 sponge was used in centimetre squares. 
After wiping the cervix with ordinary gauze, the 
square was pressed against it for 30 sec onds, rubbed 
across the surface, and then placed in 1o per cent 
formalin. 

In 17 of the 68 suspected cases a postive result 
for cancer was found; these included one case of 
carcinoma of the vulva, one case of primary adeno- 
carcinoma of the Fallopian tube, and 2 cases of 
adenocarcinoma of the fundus uteri. The vaginal 
smears were positive in all these, except the case 
of adenocarcinoma of the tube. Two other vaginal 
smears were classified as ‘‘ suspicious ’’ and there 
were 3 false-positive results. There were no false- 
positive results with the gelfoam biopsy technique. 
Six cases classified as negative and one as suspicious 
were proved positive for carcinoma by surgical 
biopsy examination. These seven specimens were 
re-cut into section; 5 were positrve on re- 
examination, 2 giving further negative results. 

The authors suggest that the gelfoam biopsy 
method is a worthy adjunct to diagnosis of car 
cinoma of the cervix and is superior, from the 
standpoint of time-saving, to the Papanicolaou 
technique, although not so accurate. It is sug- 
vested also that the vaginal-smear and gelfoam 
biopsy examinations can be made complementary, 
especially in suspicious cases, and that gelfoam 
sponge should be used in taking vaginal smears 
instead of absorbent cotton swab, which may lead 
to the loss of valuable material 

Margaret C. S. Binnie 


j21. The Use of Ultraviolet Light and Fluorescent 
Dyes in the Detection of Uterine Cancer by Vaginal 
Smear. 

By H. P. FriepmMan. Amer. J. Obstet. Gynec 
59, 852-859, Apr. 1950. 7 figs., 15 refs 

This isa preliminary report on a new diagnostx 
technique whereby vaginal smears are stained with 
fluoré scent dve ind ol served micros opic with 
ultraviolet light as the source of illumination. The 
method has previous!y been applied to the examina 
tion of malarial and other protozoan parasites. The 
stain found to be best was a combination of neutral 
berberine sulphat: icid) fuchsin, 


ind acridine 
vellow 


Smears are made by placing a drop of cervical 
mucus, or preferably scrapings trom a suspicious 
area, on a microscope slide and distributing it evenly 
and thinly over the slide. Before drying, the slides 
are placed in a solution of equal parts of 95 per 
cent alcohol and ether and left for 15 minutes before 
staining. The instructions for staining are: (1) Pass 
slides through 7o per cent and 50 per cent alcohol 
and distilled water, rinsing five times in each 
solution. (2) Rinse five times in 0.5 per cent hydro- 
chloric acid and then five times in distilled water. 
(3) Rinse five times in acid fuchsin solution (1 in 
2,000) and place at once in acid fuchsin solution 
(1 in 1,000) for 4 minutes. Rinse five times in 
distilled water. (4) Place in berberine sulphate 
solution (1 in 1,000) for 2 minutes. Rinse five times 
in distilled water. (5) Place in acridine yellow 
solution (1 in 1,000) for 4 minutes. Rinse five 
times in distilled water. (6) Place at once in a pPH-8 
buffer solution for 45 seconds (50 ml. M 
potassium dihydrogen phosphate and 46.85 ml. M/ 
sodium hydroxide diluted to 200 ml. with distilled 
water). (7) Immediately add 3 drops of ‘‘ glycerin 
compound "’ to cover all the stained areas on the 
slide (dissolve 100 mg. berberine sulphate, 200 mg. 
acid fuchsin, and 100 mg. acridine yellow in a 
mixture of 100 ml, fpH-8 buffer and 400 ml 
glycerin). After 3 to 4 minutes add one drop of 
berberine sulphate and apply a coverslip. Press 
firmly between blotters or paper towels to remove 
excess glycerin adhering to coverslip. As fluores- 

cent dyes are photosensitive they should be pro 
tected from light when not in use. 

Malignant cells stained thus have a fluorescent 
staming pattern similar to the type of cell which 
they are derived, but differ from the normal cell, 
apart from morphology, in two ways: (1) in general, 
malignant cells fluoresce more brightly than the 
normal cell in the same developmental stage; (2) 
the cytoplasm and most cancer cells show varying 
degrees of orange or reddish-orange fluorescence. 
Normal basal cells have an orange-brown cytoplasm 
but in malignant basal cells the cytoplasm is a 
bright orange shade. Large giant tumour cells 
often have a light orange area circumscribing the 
brightly fluorescent nucleus, whereas this is not 
seen in normal, superficial, squamous epithelial 
cells. Cytoplasm in adenocarcinoma of the endo- 
cervix or endometrium shows a 
fluorescence. The 
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reddish-orange 
appearance of any form of 
orange fluorescence i® smaller epithelial cells, endo 
metrial cells, or endocervical glandular cells, or the 
presence of an orange tint adjacent to the nuclei of 
large superficial epithelial cells, warrants clos¢ 
inspection under high-powered m ignification. 

F. J. Brown 
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The Facilitation of Cytological Diagnosis by 
the Method of Papanicolaou and Traut of Uterine 
Carcinoma in the Menopause by Previous Treatment 


with Follicular Hormone. (Die Erleic hterung der 
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zytologischen Diagnose des Uteruskarzinoms nach 
Papanicolaou and Traut in der Menopause durch 
Vorbehandlung mit Felikelhormon.) 

By H. Haun. Zbl. Gynik., 72, 294-299, 1950. 
4 figs., 44 refs 

Cells similar to cancer cells may be found in 
vaginal smears from women after the menopause, 
particularly from those with senile vaginitis, who, 
however, do not show any signs or symptoms of 
cancer. These cells originate in the deep layers of 
the vaginal epithelium which, at this stage, is 
deprived of a protective covering from the super- 
ficial layers because the proliferative action of the 
follicular hormone is then lacking. A _ simple 
method may be used in the diagnosis of a doubtful 
case: oral administration of follicular hormone will 
produce orderly proliferation of the vaginal 
epithelium, with the result that the suspected cells 
will soon be replaced by those normally seen in the 
vaginal smears of healthy women before the 
menopause. True cancer cells will not show any 
change instructure. In this way it may be possible 
to confirm the diagnosis in a short time, and thus 
avoid repeated biopsies and save valuable time. 


W. Mestiz 


323. A Method of Differential Staining of Vaginal 
Smears. (Méthode de coloration différentielle pour 
les frottis vaginaux.) 

By J. D. Romani. C.R. Soc. france. Gynéc., 20, 
146-149, May-Sept. 1950. 14 refs. 


324. A New Staining Technique for Vaginal 
Smears. (Nouvelle technique de coloration des frottis 
vaginaux. ) 

By —. MAGENbIE, —. Cator, and I. BERNARD. 
C.R. Soc. frang. Gynéc., 20, 145-146, May-Sept. 


1950 2 refs 


325. The Value of Study of the Cell Content of the 
Urinary Deposit in Gynaecological Diagnosis. 
(Utilidad del estudio sobre el contenido celular del 
sedimento urinario en el diagnostico ginecolégico.) 

By J. OttvaandG. O_MeEDo. Toko-ginec. pract., 
9, 368-382, Aug.-Sept. 1950. 7 figs. 


326. Cystic Glandular Hyperplasia and Carcinoma 
of the Corpus Uteri. (Glandulir zystische Hyperplasie 
und Korpuskarzinom. ) 

By G. Winter. Zbl. Gyndk., 72, 880-891, 1950. 
29 figs., 18 refs. * 


327. Estrogen Imbalance and Uterine Cancer. 
By L. A. Emce. West. J. Surg. Obstet. Gynec. 
58, 490-499, Sept. 1950. 21 refs 


328. Significance of Oestrogens in Development of 
Carcinoma of the Uterus Body. (De ostrogene stoffers 
betydning for udviklingen af cancer corporis uteri.) 

By A Terp. Ugeskr. Le@g., 112, 1289-1206, 
Sept. 14, 1950. Bibliography 


155 
324. The Problem of Uterine Cancer of Hormonal 
Origin. (Il problema del cancro uterino de origine 
ormonale.) 
By M. Macciorta, Riv. ital. Ginec., 33, 329-357, 
Sept. Oct. 1950. 16 figs., 36 refs. 


330. The Role of Follicular Hormone in the Patho- 
genesis of Carcinoma of the Uterine Body. (Die Bed- 
eutung des Follikelhormons fiir die Entstehung des 
Korpuskarzinoms. ) 

By H. Husscein. Wien. klin. Wschr., 62, 740- 
742, Sept. 29, 1950. 2 figs., 10 refs. 


331. Treatment of Carcinoma of the Uterus. Indi- 
cations and Results. (Therapie rakoviny déloZni, 
jeji indikase a vysledky.) 

By J. Venta. Csl. Gynaek., 15, 479-503, 1950. 
Bibliography. 


332. Surgical Treatment of Carcinoma of the Body 
of the Uterus. (Traitement chirurgical du cancer du 
corps.) 

By J. and R. DarMaitiaco. |]. Méd. 
Bordeaux, 127, 517-528, Sept. 1950. 


333. Is the Demand of Simplification and Unifica- 
tion of Irradiation Technique for Uterine Carcinoma 
Justified, and how is it to be Brought into Practice? 
(Ist die Forderung einer Vereinfachung und Verien- 
heitlichung der Bestrahlungsmethodik bei Gebarmut- 
terkrebsen arztlich berechtight und wie ist sie prak- 
tische zu verwirklichen?) 

By R. pve DE RocHemont. Strahlen- 
therapie, 82, 355-366, 1950. 5 figs. 


334. Changes in the White Blood Count and the 
Urinary Excretion of |.ipid-Soluble Reducing Sub- 
stances following Radium Application in Cases of 
Cancer of the Uterus. [In English.] 

By S. PARVIAINEN and P. O. PARNANEN. Ann. 
Med. exp. Biol. fenn., 28, 135-143, 1950. 2 figs., 
12 refs. 


335. Bone Metastases of Uterine Carcinoma. (Sulle 
metastasi ossee de] carcinoma dell’utero. ) 

By A. MarTINOLLI. Monit. ostet.-ginec., 21, 338 
348, Sept.-Oct. 1950. 2 figs., 30 refs. 


330. Benign Papilloma of the Cervix. 

By J. A. CHaLMERs. Edinb. med. J. 57, 199-204, 
May 1950. 6 figs., 20 refs. 

This paper describes the rare condition known as 
benign papilloma of the cervix. Robert Meyer 
described four types of papillary lesion of the cervix 
—infective condylomata, chancroid papilloma, 
papillary carcinoma, and the benign type of papil- 
loma discussed here. This lesion is usually single 
and has to be distinguished from carcinoma. Many 
authors think that it is pre-cancerous and others 
that it is often malignant from the first but that 
sections taken are too superficial to demonstrat 
this. 

Hoffbauer has shown that epithelial proliferation 
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of the cervix often occurs in the second trimester 
of pregnancy and is associated with great increase 
in the number of mitotic figures, but in all cases 
the basement membrane remains intact He 
suggests that it is due to a deficiency of pituitary 
hormone or vitamin A; others suggest that it is due 
to excess of oestrogen or to infection. 

Many such tumours in pregnancy remain 
symptomless and undiagnosed, but occasionally 
they lead to discharge and bleeding, and gross 
appt arances are difficult to distinguish from those 
of carcinoma. Histologically there is hyperplasia 
of Malpighian and basal layers with multiple large 
papillary growths branching off a central stalk. 
The squamous cells may invade the cervical glands 
and may separate the columnar epithelium from 
itssubmucosa. In some cases squamous metaplasia 
may be observed in the cervical glands. 

Excision of a papilloma durmg pregnancy may 
lead to severe haemorrhage, and cases of spon- 
taneous disappearance after abortion or delivery 
are frequent. One such case is described. Recur 
rence may follow excision and a large wedge ol 
tissue may have to be remove d tor permanent cure 
The effect on labour is negligible and therefore 
excision is unnecessary. A second case of papil- 
loma is described in which the papilloma consisted 
only of an outgrowth of connective tissue, 

Marie H. Calverle y 


437. The Delay Period in Diagnosis and Therapy of 
Cancer of the Cervix. Opeznione rozpoznanie 
leczenie raka szyjki macicy.) ¥ 

By |]. Brenrarz. Polsk. Tyg. lek., 5, 615-622, 
Apr. 17, 1950. 

The percentage of cases of cancer of the female 
genital organs cured has not increased during the 
last 15 years; in the author's opinion the cause of 
this is late diagnosis. On the basis of 131 cases of 
cancer treated by irradiation at the University 
Clinic for Women, Danzig, during 1948-9, the 
author tried to establish the causes of the delay in 
diagnosis and treatment. 

Among the 131 cases there were 111 of cervic al 
cancer (1st stage 8 cases; 2nd stage 48; 3rd stage 
38; 4th stage 17), 4 cases of cancer of the vulva, 
1 of cancer of the vagina, 8 of cancer of the uterine 
body, and 7 of cancer of the ovaries. The delay 
was much less in the cases of cancer of the cervix 
than in the others. Cases in which the period 
between the appearance of the first symptom and 
the diagnosis and treatment was longer than one 
month were reckoned as cases of delay. Causation 
of de'ay in diagnosis was classified as follows: (1) 
absence of symptoms in 4 cases (2) patient's fault 
in 96 cases, with an average of 6.4 months of delay 
(3) doctor's fault in 11 cases, with an average of 5 
months of delay; (4) doctor’s and patient's fault 
in 36 cases, with an average of 5 months delay; 
(5) difficulties in the way of admission to hospital 
in 40 cases, with an average of 18 days of delay. 
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The errors on the part of doctors were due to 
insufficient experience, negligence, or lack of 
co-operation between general practitioner and 
gynaecologist or pathologist. According to statistics 
the chances of survival in early cases are diminished 
5 per cent for every week of delay and it is 
estimated that, for example, a woman of 45 loses 
2 months of her life for every day of delay. When 
metastases develop the chance of survival decreases 
rapidly. Every case of cancer should be treated as 
an emergency. The author discusses the importance 
of the Papanicolaou method of cytological 
examination in the discovery of cases of pre- 
invasive cancer, the only stage with 1oo per cent 
permanent cure rate. From the moment when the 
cancer becomes invasive, even 20 per cent of first- 
stage cases are complicated by metastases, which 
usually makes permanent cure impossible. Pre- 
invasive cancer can be diagnosed only by mass 
gynaecological examination, including Papani 
colaou smears, of all women above 35 years of age, 
even without symptoms. This measure has been 
introduced generally in Russia and partially in the 
U.S.A. C. Uhma 


335. The Histogenesis of a Carcinoma of the Cervix 
Discovered at Colposcopy. (Zur Histogenese eines 
kolposkopisch entdekten Portiokarzinoms. ) 

By R. Ganse. Gynik., 72, 877-880, 1950 
2 figs., 5 rets. 


339. The Colposcopic Recognition of Latent Car- 
cinoma of the Cervix. (Beitrag zur kolp: pischen 
Erkennung latenter Kollumkarzinome. ) 

By H. Bowten. Zbl. Gynak., 72, 8G1-896, 1950 
7 figs., 4 refs. 

340. Early Detection of Carcinoma of Cervix Uteri. 

By S.S. SArRKIstan. U.S. armed Forces med. ]., 
1, 1021-1025, Sept. 1950. 1 fig., 16 refs. 


341. Early Diagnosis of Carcinoma of the Cervix 
at the Zurich Gynaecological Clinic in the Years 1945 
to 1948. (Die Friiherfassung des Portiokarzinoms an 
der Zuricher Universitétsfrauenklinik in den Jahrer 
1945-48.) 

By K. HakFEt!. Gynaecologia, Basel, 130, 153- 
184, Sept. 1950. 1 fig., 2 refs. 


342. A Note on Certain Experiences and Results 
with Papanicolaou’s Cytological Method of Diagnosis 
of Carcinoma of the Cervix. (Kurze Mitteilung eigener 
Erfahrungen und Ergebnisse in der Diagnostik des 
Portio-Carcinoms mit dem Zelltest nach Papanico- 
laou.) 

By G. WascHKeE. Arztl. Wschr., §, 621-622, Aug. 
25, 1950 

343. Carcinoma of the Cervix in the First Year of 
Life. Report of Two Cases. 

By G. P. Hecket. Pediatrics, 5, 924-429, June 
1950. 4 figs., 9 refs . 

Two cases of adenocarcinoma of the cervix in 
girls, aged 7 months and 11 months respectively, 
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are described. The first patient died of the disease 
on the day of admission, vaginal bleeding having 
been present for about a month. Necropsy 
revealed a mass of necrotic tissue projecting from 
the cervix into the vaginal canal, and extending 
upwards into the uterine wall. 

The second patient had vaginal bleeding when 11 
months old; by the insertion of a cystoscope into 
the vagina a mass of necrotic tissue was seen in the 
vault. Total hysterectomy was performed 8 days 
ilter the first bleeding, both ovaries being healthy 
and conserved. This child is alive and well 21 
months after operation. There is probably only one 
previously reported case of carcinoma of the cervix 
in a child under one year. L. A. Cruttenden 


344. Treatment of Cancer of the Cervix. (Cancer 
Cervicis Uteri og dens Behandling.) 
By E. Scuyorr-Rivers. Tidsskr. norske Laege- 


foren., 20, 653-655, Oct. 15, 1950. 


345. Conservative Treatment of Carcinoma of the 
Cervix in Exceptional Circumstances. (l\onservative 
Behandlung des Gebarmutterhalskrebses in seltenen 
\usnahmefallen. ) 

By H. H. ScH™Mip 
1 ref. 


Zbl. Gynik., 72, 854-856, 
1950. 

540. Results of Treatment of Carcinoma of the 
Cervix at the Rostock University Gynaecological 
Clinic, 1936 to 1940. (Ergebnisse der Behandlung des 
Ca colli uteri an der Rostocker Universitats-Frauen- 
klinik 1936-40.) 

3y H. SCHRIMPF. 
1950. 


Zbl. Gynak., 72, 559-853, 

347. Results of Treatment of Carcinoma of the 
Cervix at the Greifswald University Gynaecological 
Clinic, 1933-1940. (Ergebnisse der Kollumkarzinom- 
therapie an der Universitats-Frauenklinik in Greifs- 
wald in den Jahren 1933-1940.) 

By M. Worm. Zbl. Gynik., 72, 863-869, 1950. 
2 figs., 7 refs. 


348. A new Colpostat for the Radium Treatment of 
Carcinoma of the Cervix. 

By S. Dipacma. Amer. J]. Obstet. Gynec., 60, 
680-683, Sept. 1950. 5 figs. 


349. Intravaginal Roentgen Therapy of Carcinoma 
of Cervix. Preliminary Report on 14 Cases. 
By T. B. Bonp and M. C. ARCHER. 
Med., 46, 646-650, Aug. 1950. 


Texas 
1 fig., 8 refs. 


;50. The Importance of Lymph Node Metastases in 
Carcinoma of the Cervix Uteri. 

By A. A. Arneson. J. Kansas. med. Soc., 51, 
Suppl., Aug. 1950. 


351. The Incidence of Carcinoma of the Cervical 
Stump. (Zur Frage der Haufigkeit der Kollum- 
stumpfkarzinome. ) 

By A. VERHAGEN. 
1950. 1 fig., 8 refs. 


Zbl. Gyndak., 72, 869-871, 
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352. Benign Ovarian and Para-ovarian Tumours 
Observed in the Period 1939-1949. (Note cliniche sui 
tumori ovarici benigni 
periodo 1939-1949.) 
By G. Nicora. Minerva gine 
1950. 2 figs., 25 refs. 


parovarici osservati nel 


, 2, 319-328, Aug. 


353. Unusual Ovarian Cyst Developing Post Par- 
tum: Case Report. 

By M. E. Brack. Ohio St. Med. Hes 46, 584-885, 
Sept. 1950. 1 fig. 


354. Infection of Ovarian Cysts with Typhoid or 
Paratyphoid-B Bacilli. (Ueber die Infektion 
Ovarialzysten durch Typhus- oder Paratyphus-B- 
Bazillen nebst einem kasuistischen Beitrag.) 

By H. J. StaEMMLER. Geburtsh. u. Frauenheilk., 
10, 341-352, May 1950. 13 refs. 

Case histories of 2 patients with infected ovarian 
cysts are given. In the first, aged 55, bilateral 
dermoids contained pus yielding a pure culture of 
typhoid bacilli; in the second, aged 39, pus from 
a single dermoid grew paratyphoid-B organisms. 
Both patients were treated successfully by opera- 
tion. The literature on this subject is reviewed 
and a table of 29 cases, collected from various 
sources, appended. Infection may reach the 
ovaries via the blood vessels or lymphatics or by 
the ascending route. Dermoid cysts appear to be 


von 


more susceptible to infection by the typhoid group 


of organisms than are other ovarian cysts, but the 
reason for this is not known. E. C. Lewts 


355. A Study of Malignant Tumours Metastasizing 
to the Ovary. (Aportacidn al estudio de los tumores 
malignos metastasicos del ovario.) 

By C. FERNANDEz-Ruiz. Rev. esp. Obstet. 
Ginec., 9, 211-221, July-Aug. 1950. 8 figs., 22 
refs. 

Two typical cases of Krukenberg tumour are des- 
cribed in considerable detail. In neither case was 
there any history of gastro-intestinal disturbance. 
The first ovarian tumour was histologically typical 
of the Krukenberg tumour. The second was cystic 
in nature and the characteristic ring cells were not 
found. The first tumour was associated with an 
inoperable carcinoma of the stomach which, how- 
ever, grew only very slowly after the uterus and 
ovaries had been removed. In contrast the primary 
tumour in the second case, which was situated in 
the pylorus, grew explosively after removal of the 
uterus and ovaries. The histological structure of 
the pyloric tumour was similar to that of the 
ovarian tumour. 

The literature on this type of metastasis is 
reviewed and the following points are made. Every 
woman with a cancer of the digestive tract should 
undergo a detailed gynaecological examination. 
Conversely, in every case of bilateral tumour of the 
ovaries, the gastro-intestinal tract should be 
explored. Prophylactic castration should be con- 
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sidered in every case of operation tor gastric cancer 
in women of child-bearing age. Before ovarian 
tumours of this nature are removed, careful con 
sideration should be given to the possibility that 
the operation may a celerate greatly the growth of 


the primary tumour. S.S. B. Gildei 


350. The Pathogenesis of Massive Fibroadenoma 
of the Ovary. (Zur 
Fibroadenome des vars.) 

Geburts, u. Frauenhetlk 
6 figs., 5 rets 


the 


morphologischen Pathogenese 
MASSIVEr 
V. DuBRAUSZKY. 

735, Oct 
Psammocarcinoma of 
inoma dell’ ovaio. 
Vonit. ostel.-ginec., 21, 


5 figs., 17 rets 


1950 
Ovary. (Sullo 
nmMocare 
A. MARTINOLLI 
355, Se pt Oct. 1950 
358. Ovarian Carcinoma. (Cancer ovari.) 
By E. Scuyorr-Rivers. Tidsskr. norske Laege 
foren, 70, 619-621, Oct. 1, 6 rets 


559. Trauma 
matisme et cancer des 

By R. Ketter. Rev. fran, 
182, July-Aug. 1950, 5 refs 


1Q50 


and Ovarian Carcinoma. 
Ovalres. ) 


45, 173 
soo. Ovarian Carcinoma Arising in Endometriosis. 
By G. W. Corner, CHtnH-Yuan, and A T 

HerTIG. Amer. ]. Obstet. Gynec., 59, 760-774, Apt 
150 11 figs., 12 refs 
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rhe authors quote their examples of benign pseudo 
mucinous cystoma, pseudomucinous cystadeno 
carcinoma probably arising in an endometrial cyst, 
and serous cystadenocarcinoma definitely arising in 
close proximity to an area of endometriosis. (2) 
The second is by malignant transformation of endo 
metriotic tissuc, as in one probable and one definite 
case of papillary adenocarcinoma and one definite 
of adenoacanthoma of this origin 


Donald Beaton 


Cast 


soL. Meigs’s Syndrome with Ovarian and Sigmoid 
Tumours. (Syndrome tumeur 
ovarienne et sigmoidienne. ) 

3y M. DELoRD. Concours méd., 72, 2747-2748, 
Sept. 23, 10 refs. 

302. Umbilical Endometrioma. 
l'ombilic. ) 

By R. Cuureau. Bull, Soc. Chirurgiens Paris, 
40, 147-148, May 19, 1950. 

304. The Use of Radium in the Treatment of Endo- 
metrial Cancer. 

By A. N. ARNESON 
Aug. 1950. 

304. Endometriosis after 
(Endometriosis post-cesarea. ) 

By J. Luts Otiva. Rev. esp. Obstet. Ginec., 9, 
257-263, July-Aug. 1950. 4 figs., 20 refs. 


de demons-Meigs avec 


1950. 


(Endométriome de 


]. Kansas med. Soc., 51, 


Caesarean Section. 


305. Primary Adenocarcinoma, Papillary, of Fal- 
lopian Tube. 

3y A. Neiman and D. R. Russ. Amer. J. Obstet. 
Gynec., 60, 689-691, Sept. 1950. 3 figs., 1 ref. 

06. Primary Carcinoma in a Tuberculous Fallopian 
Tube. (Ein in einer tuberkulésen 
rube.) 

By F. Nirenport 


2 figs., 13 refs. 


primares Karzinom 


Zbl. Gvyndak 72, 826-820, 


1950. 


OPERATIONS 


307. The Importance of Laying Down 
Indications, Especially for Operative Therapy in 
Gynaecology. Vorrang der Indikationsstellung 


insbesondere bei der operativen Therapie der Frauen 


Primary 
Der 


krankheiten.) 


By W. Bentuin,. Zb1. Gyniik., 72, 780-783, 1950 


jo. Trauma to the Urinary Bladder in Gynae- 
cologic Surgery. An Analysis of Sixty-one Injuries. 

By A. GoLpEN and L. Sth. med. J., 
43, 783-787, Sept 16 refs 

309. Diagnostic Culdoscopy. 

By J. B. Teton. Amer. J]. Obstet. 
670, Se pt. 7 refs. 


1950. 


Gynec 


, 60, 


O65 1950 
370. Three Years of Systematic Colposcopy at the 
First University Gynaecological Clinic, Vienna. (Drei 
Jahre systematischer Kolposkopie an der I. Univer 
sitats-Frauenklinik in Wien.) 
By M. Wien 


575, Aug. 18, 


Wschr., 62. 


khin. 


572 1950 
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371. A New Type of Hanging Apparatus for Col- 
poscopy. (Eine neuartige Aufhangevorrichtung fur 
das Kolposkop.) 

By G. Mestwerpt. Geburts. u. Frauenheilk., 
10, 758-763, Oct. 1950. 5 figs. 


372. An Inflatable Tip and other Modified Inter- 
changeable Tips for the Trigger Cannula used in the 
Study of Female Sterility. 

By E. Kaun. Amer. J. Obstet. Gynec., 60, 692 
607, Sept. 1950. 4 figs., 7 refs. 


373. Endometrial Biopsy. Comparison of Aspira- 
tion Curettage with Conventional Dilatation and 
Curettage. 

By J. P. Parmer, W. F. Kneer, and H. H. 
EccLeston. Amer. J]. Obstet. Gynec., 60, 671-674, 
Sept. 1950. 1 fig., 5 refs. 


374. Abdomino-pelvic Disequilibrium and Genital 
Prolapse. Three Features of Surgical Treatment. 
(Desequilibrio abdomino pelvico y prolapse genital. 
lratamiento quirurgico en tres de sus aspectos.) 

By G. ZENTENO. Rev. méd. Hosp. gen., 13, 253- 
270, May 1950. 25 figs. 


375. Postoperative Cervical-vaginal Healing in 
Relation to Postoperative Treatment. 

By W. Bickers. Amer. J. Obstet. Gynec., 59, 
1045-1052, May 1950. 8 refs. 

Two groups of patients with disease of the cervjx 
were treated by electro-conization, im order to 
determine the effect of post-operative treatment 
with a detergent germicide. The diameter of the 
cone removed was measured in each case, and the 
durations of purulent discharge and sanguineous 
discharge and the estimated time of re-epitheliza 
tion were noted. 

Ten cases in the first group were used as controls. 
The average age in this group was 36 years, and 
the average duration of the purulent discharge was 
16 days and of the sanguineous discharge 12 days: 
Re-epithelization was complete in 38 days. 

The second group consisted of 10 patients treated 
post-operatively with cetyl-pyridinium chloride 
(“‘ ceepryn’’) suppositories. Two of these were 
inserted high in the vagina daily by the patient. 
The average age of the patients was 35 years. The 
purulent discharge lasted for 8 days and the 
sanguineous discharge for 5 days, re-epithelization 
being complete in 21 days. There was profuse 
bleeding for one day on the ninth day in one case 
only. 

[wo groups of patients were also investigated in 
a similar manner after electrocoagulation of the 
cervix to an average depth of 7 mm. The average 
duration of purulent drainage was 18 days and of 
sanguineous discharge 7 days; the average time of 
re-epithelization was 30 days. 

An acid douche (PH 3.5) was used daily by 10 
patients after similar electrocoagulation. The 


} 


purulent drainage lasted for 13 davs and the 
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sanguineous discharge for 4 davs. Re-epithelization 
was complete in 19 days, and there were no compli 
cations. After a daily alkaline douche, in a similar 
group, the duration of purulent discharge was 15 
days and of sanguineous discharge 6 days, epitheliza- 
tion being complete in 31 days. Eleven patients 
used ‘‘ ceepryn ’’ suppositories after electrocoagula- 
tion of the cervix. Purulent discharge was present 
for 4 days and sangutneous discharge for 2 days, 
healing being complete in 15 days. One patient had 
a chronic endocervicitis with gonorrhoea, and the 
healing time in this case was 19 days 

. Anterior and posterior colpo-perineorrhaphy was 
performed in 50 cases; 25 were used as controls and 
the remainder were treated with the bacteriostatic 
suppositories twice daily. Comparison of the two 
groups was difficult because daily inspection was 
not possible, but purulent drainage and oedema of 
the suture line were less in the treated group and 
these patients seemed more comfortable. 

It would seem that the use of a post-operative 
acid douche or of bacteriostatic suppositories is 
effective in hastening healing. 

Margaret C. S. Binnie 


370. The Effect of Vaginal pH on Wound Healing. 

By F. C. SLATER. Amer. J. Obstet Gynec., 59, 
1089-1094, May 1950. §5 refs. 

Seigler having found that sulphathiazole acid jelly 
controlled vaginal infections and thus accelerated 
healing when used after vaginal surgery, it was 
decided to determine the effect of a low PH alone 
on these wounds. The low pH of the normal vagina, 
which has been shown to be the principal factor in 
maintaining a normal vagina flora, is due to lactic 
acid produced by the vaginal mucosa, and its 
value may be as low as 2 or 3 in child-bearing 
women. After the menopause it returns to between 
neutral and 7.8, so that as the majority of patients 
who require repair operations have passed the 
menopause the optimum conditions for healing are 
not present. 

Three groups of patients were studied; the first 
group of 1o had only routine post-operative care, 
the second group of 10 were treated with 4 per cent 
lactic acid in a water-soluble jelly, and the third 
of 6 with “ aci-jel’’, a commercial buffered acid 
jelly (PH 4). In both the treated groups, after any 
vaginal packing had been removed, 4 ml. of the 
jelly was introduced with a vaginal applicator each 
morning. This’ caused very little discomfort. In 
each of the three series the following factors were 
checked datly: (1) Vaginal pH was m ured at 
5 p-m. by means of ‘‘ hydrion ’’ papers. (2) Slides 
were made trom vaginal smears, stained by Gram’s 
method, and examined. No cultures were made: 
(3) The condition of the No. 1 chromic catgut used 
at operation was studied. This softens rapidly in 
the vagina, especially if any infection is present, 
and the effect of the jelly was determined by the 

ftness or hardness of th vigut, the presence of 
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sutures on the perineal pad, and the number of 
sutures remaining in place at the time of discharge. 
(4) The comfort of the patient, the amount and 
odour of discharge, and the presence of perineal 
irritation were noted 

Tables are given showing the effects of treatment 
in each case. The lactic-acid jelly failed to main- 
tain an acid vagina, but produced a good growth of 
Doderlein’s bacilli and inhibited the growth of 
pathogenic flora. The catgut remained in better 
condition in this series than in the controls or the 
series treated with aci-jel. Several patients com- 
plained of discomfort on instillation. Aci-jel pro- 
duced the lowest vaginal fH. The condition of the 
sutures was not so good as with lactic-acid jelly, 
but was better than in the control series. The effect 
on discomfort in this group was outstanding, there 
being complete symptomatic relief 

Mary Pollock 


377. A Further Report on Dicumarol Prophylaxis 
against Venous Thrombosis in Women Undergoing 
Surgery. 

By G. V.S. Smirn. Surg. Gynec. Obstet., 90, 
439-442, Apr. 1950. 1 ref 

rhe only apparently physiological instances of 
thrombosis are those after ovulation and accom- 
panying the endometrial degeneration of menstrua- 
tion, and those taking place in some of the decidual 
vessels during pregnancy and occurring with the 
placental-decidual degeneration in labour. All 
other thrombosis is pathological in that it is a part 
of the healing response to pathological conditions 
involving injury to blood vessels. -There are three 
main factors in the problem: vascular injury, 
stasis of blood, and coagulability. : 

The author reports a clinical experiment which 
is still in progress. Its purpose was to determine 
whether dicoumarol, given in conservative doses so 
is to avoid haemorrhage as well as the need for 
extensive laboratory control, would have any 
demonstrable effect in reducing the incidence of 
post-operative thrombo-embolic crises in women 
undergoing surgery. 

In this experiment, dicoumarol was given to 
3,078 m-patients over 35 vears of age undergoing 
mij or vaginal plastic, surgery; 50 per cent 
received the drug on the first or second post- 
operative day and again 5 days later: 50 per cent 
received it the night before operation and most of 


these received it again 4 or 5 days later. Each dose 


Was 200 mg. for women weighing more than 60 kg 
ind 100 mg. for those weighing less. With a few 
exceptions, which were not serious, this dosage 


required no control by prothrombin-time determina- 
tions. Haemorrhagi 


complications were few and 
minor; no 


1 due to the drug occurred 

Comparisons betweer 
group a d similar 
not stril 


1 the dicoumarol-treated 
untreated groups give fair but 
‘ing evidence, supported by statistical 
analysis, that the drug reduced the incidence of 
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thrombo-embolic complications, but only during 
the period of its action. According to this experi- 
ence, its conservative use as described is a simple, 
safe, additional measure in reducing pathological 
post-operative thrombosis in women undergoing 
abdominal and pelvic surgery Lilian Rafter) 


375. Ambulant Prophylaxis and Therapy of 
Phiebitis, Particularly in Obstetrics and Gynaecology. 
(Traitement ambulatoire preventif et curatit des 
phlébites particuli¢rement en obst¢trique et gyneco- 
logie.) 

By R. Tournay. C.R. Soc franc. Gvynéc., 20, 

20-122, Apr. 1950 


379. Phlebitis in Gynecology. 
nécologie. ) 

By J. D. Martiner. C.R. Soc. frange, Gyn& 
20, 107-111, Apr. 1950 


(Les phiebites en 


350. Three Cases of Ligation of the Inferior Vena 
Cava for Embolizing Phlebitis in Gynaecological 
Cases. (Trois cas de ligature de la veine cave in- 
férieure pour phlébites embolisantes chez des malades 
gynécologiques. ) 

By —. VANDECASTEELE and LEGRAND 
C.R. Soc. frang. Gynéc., 20, 98-106 Apr. 1950. 
4 refs. 


381. Prophylaxis and Therapy with Anticoagul- 
ants in Gynaecology. (La médication anticoagulante 
—préventive et curative—en chirurgie gynécologique. ) 

By P. Utricu. C.R. Soc. franc. Gynéc., 20, 
111-120, Apr. 1950. 12 refs. 


352. The Pomeroy Method of Sterilization. 

By C. B. Lutt and R. M. MitcHett. Amer. J. 
Obstet. Gynec., 59, 1118-1123, May 1950. 3 refs. 

The authors, having performed the Pomeroy 
operation for sterilization since 1924, have reported 
their results in 1933 and again in 1939. The present 
communication deals with their further experience 
during the last 10 years and summarizes the results 
in a total of 1,550 cases operated upon during the 
whole period of 25 years. The Pomeroy technique 
was adopted following a number of failures with 
various other types of sterilization operation. In the 
last 10 years the operation has been carried out 
upon 735 patients, of whom 509 (68.9 per cent) 
answered a follow-up questionnaire, 225 were stated 
by their doctor to have had no further pregnancy, 
and 4 could not be traced. The indication for the 
performance of this operation at the time of 
Caesarean section (384 cases) was usually that it 
Was a repeat Caesarean, and in those cases (72) in 
which it was performed at the time of hysterotomy, 
it was usually because of some chronic constitu- 
tional condition. In 214 cases it was carried out as 
part of a gynaecological operation, usually where 
extensive plastic operations on the cervix and 
vaginal walls were necessary. In 68 cases post- 
partum sterilization was carried out at an interval 
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ranging from one hour to 11 days after delivery. 
It is advocated that, whenever possible, post- 
partum sterilization be carried out as soon as the 
puerperal uterus is firmly contracted and there is 
no excessive post-partum bleeding, that 1s 
approximately 1 to 2 hours after delivery. A post- 
operative febrile reaction occurred in 22.9 per cent 
of 524 obstetrical cases and in 26.6 per cent of 214 
gynaecological cases. 

The combined totals of the three surveys show 
that of the 1,550 patients upon whom the Pomeroy 
operation was carried out 11 died during the post- 
operative period, but in only one of these cases (in 
which general peritonitis followed the performance 
of the operation after the peritoneal cavity had 
been opened from the vagina) could death be 
ittributed to the operation upon the Fallopian 
tubes. There were 4 failures in the entire series 
(0.25 per cent). In 2 of these cases the operation 
was correctly carried out, but in one of the others 
the round ligament instead of the tube on one side 
was resected, and in the other the tubes were not 
completely cut across, so that the corrected 
meidence of failure is 0.125 per cent. 

It is stressed that an absorbable suture must be 
used and that the Fallopian tube must not be 
clamped before it is ligated, since failure to observe 
these points may lead to tubo-peritoneal fistula. 
The loop of the tube removed must be neither too 
small nor so large as to disturb the ovarian blood 
supply. It is considered that the incidence of 
failure with this technique is less than with any 
other method of sterilization described in the 
literature ]. A. Chalmers 


354. Rincon Method of Sterilization. 
By C. R. A. Grtpert. Amer. J. Surg., 80, 345 
348, Sept. 1950. 1 fig., 7 refs. 


354. The Reason for the Good Results of the 
Halban Operation. (A quoi l’opération d’Halban 
doit-elle son efticacité? ) 

By G. Cotte and J. Matutev. Lyon chir., 45, 
769-772, Oct. 1950. 


i685. Hysterotomy with Sterilisation, {In English 
S. V. Tirak. Indian med. J]., 44, 185-188, 
Aug. 1950. 2 refs. 


386. A Study and Discussion of 240 Hysterecto- 
mies. (‘Corsig en ing van 240 hysterektomit 

By E. A. Srrasuetm.’ S. Afr. med. ]., 24, 225 
229, Apr. 1, 1950. Bibliography. 

Recently there has been criticism of unnecessary 
operations and, in the gynaecological field, especi- 
ally of hysterectomy. Therefore this survey was 
carried out in the Gynaecological Department of 
the Johannesburg General Hospital. The study 
covers the years from January 1, 1942, to Dec ember 
31, 1948, and includes only European hospital-class 
patients. 


IOI 


All the hysterectomies were performed by two 
surgeons or under their supervision. There were 131 
total hysterectomies, 93 subtotal hysterectomies, 
and 16 vaginal hysterectomies. The majority of 
patients were between 4o and 49 years; one patient 
was under 30 and in this case the diagnosis of 
malignant adenoma had been made. There were 
4 deaths in the whole series of 240 hysterectomies. 
The first patient, aged 41, died on the table just 
after the uterus had been removed; at post-mortem 
a large pulmonary embolism was seen and the 
uterus showed endometrial adenocarcinoma. The 
second death was in a woman of 59 years with a 
malignant cervical polyp and myomata; death 
occurred on the 11th post-operative day from a 
coronary thrombosis. The third death was due to 
acute dilation of the stomach after subtotal 
hysterectomy in a woman of 37 with multiple 
myomata. The last death occurred on the 4th post- 
operative day from pulmonary embolism after total 
hysterectomy in a woman of 70 with endometrial 
adenocarcinoma. In this case the death might have 
been avoided by the use of radium and deep 
X-rays. 

Total hysterectomy was performed increasingly 
frequently in the latter half of the period. The 
author states the advantages and pleads for the 
more frequent use of total hysterectomy instead of 
the subtotal operation. The arguments usually put 
forward against total hysterectomy are: higher 
mortality and morbidity, prolapse of the vagina, 
greater risk of ureteric and bladder damage, and 
shortening of the vagina with dyspareunia. The 
author discusses the correct technique to avoid these 
complications and remarks that the cause of 
dyspareunia is often an unhealthy cervical stump 
rather than vaginal shortening. 

Those cases most suitable for vaginal hysterec- 
tomy are in older women with associated prolapse 
in whom no contra-indications such as adnexal 
infections and adhesions or uterine tumours larger 
than the pelvis exist. 

The findings in the uteri removed are tabulated; 
they range from myomata and endometriosis to 
Krukenberg tumour of ovaries. In discussing the 
indications for hysterectomy the author states that 
in some cases an apparently normal uterus may be 
removed when it is associated with disease of the 
other pelvic organs or with serious symptoms such 
as severe menorrhagia. Lilian Raftery 


357. Abdominal Complete Hysterectomy. 

By W. Curtis, E. Suckow, and J. W. HurrMan, 
Amer. J]. Obstet. Gynec., 59, 989-998, May 1950. 
2 figs., 2 refs. 

The 1,034 cases of abdominal total hysterectomy 
performed (for benign lesions of the genital organs) 
in the Passavant Memorial Hospital, Chicago, 
between 1929 and 1948, are anaiyzed. The cases 
ire divided into three groups: 172 operations per- 
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162 


formed 
between 


before 1937, 519 laparotomies performed 
1937 and 1945 when chemotherapeutic 
drugs were available, and 343 performed since 1945, 
when antibiotic therapy could be employed ii 
The morbidity rate (determined by a 
temperature of 100.4° F. (38 C.) on any 2 days 
excluding the first 24 hours) was 48.84 per cent, 
19.73 per cent, and 40.82 per cent in each group 
respectively, giving a total morbidity rate of 31.53 
per cent. Although the morbidity rate has only 
fallen by 8 per cent despite the use of the newer 
1 rather surprising fact), the duration of 
the morbid process has been shortened, and only 
one-fifth as many patients had fever within the 
defined limits lasting for 1 week in the 1945-8 
group as in the 1929-37 series. The average stay in 
hospital decreased from 16.35 days to 13.30 days. 
Advances in technique in the period include better 
anaesthesia, the increased use of blood transfusions, 


necessary 


drugs 


the employment of post-operative exercises, early 
ambulation, and the prophylactic administration of 
small doses of dicoumarol sufficient to lower the 
prothrombin time to one-half of normal in suspected 
venous thrombosis. Venous ligation was 
not performed The results. however, reveal no 
diminution in the incidence of vascular and haemor- 
rhagic ind rates of respiratory, 
gastro-intestinal, and urinary complications, as well 
is wound and pelvic sepsis, show marked and sig- 
nificant falls. In the whole series there were 3 
deaths, giving a mortality rate of 0.29 per cent; one 
death resulted from purulent peritonitis, and 2 were 
presumed to be due to cerebrovascular accidents 
The ire compared with “those of 2,7 
iginal hysterectomies performed at the Presby 
Hospital, a neighbouring institution of 
nilar type Here the total morbidity rate was 
ent and the mortality rate 0.214 per cent. 

nal hysterectomy patients remained in 


causes of 


complications, 


results 799 


hospital for 12.25 day The incidence of post 
perat bl ding, pelvic bscess and vesico 

| fistula was greater after vaginal procedures, 
whilst wound fections, ileus, and prolonged 


idual urine were more Common aite1 


tomy, thrombophlebit being ten times 
m The vuthor conclude that the 
bd | ginal operations have different 
licat but that is the mortality and 
rates are ¢ ntially similar, the two 

hould not be placed upon 


1 competitive 


surgical risk 


ss. Late Fistula of the Ureter after Wertheim 
Operations. Spattist Harnleiters nach Wer- 

B B. Sz Zbl. Gvnal 72 

I the M ity H ital, Miskolc, Hungary 
th ithor reports on 7 cases of late fistula of the 
urete ifter Wertheim operations, and on the 
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method of treatment. The first appearance of fistula 
formation in these cases was after 14 days (3 cases), 
ind 3'!,, 6 and 8 months respectively. 

From 2 to 7 months after the first appearance of 
the fistula the patients underwent operation. The 
approach was abdominal in 5 cases and in 2 extra 
peritoneal, with the intention of implantation of the 
ureter into the bladder. In 5 cases implantation 
could be carried out, but in 2 a nephrectomy was 
necessary because of a purulent pyelonephritis or 
pyonephrosis. Of the 5 implantations of the ureter 
4 were performed by laparotomy and one by an 
extra-peritoneal approach. In 4 cases a Pflaumer 
catheter (No. 10 Ch.) was left in the tmplanted 
ureter for 16 to 21 days. Since these implantations, 
from 1 to 2% years has elapsed. In all but one 
case the patient is symptom-free and the kidneys 
function well. It seems to be a matter of indiffer- 
ence where the ureter is implanted. Implanta 
tion should always be carried out except where it 
is urgently necessary to remove the kidney, as in 
extensive inflammatory processes in the neigh- 
bourhood of the fistula, in cases of purulent 
infiltration, or of extensive cicatrization such that 
the ureter cannot be isolated without being 
damaged, and finally in cases of cachexia and of 
recurrent fistula. The extraperitoneal approach is 
technically the more difficult but is recommended 
in every case in which there is suspicion of advanced 
disease of the related kidney, since the danger of 
peritonitis is less than after intraperitoneal opera- 
tion. Albert Eichney 


389. Mortality of Radical Hysterectomy for Car- 
cinoma of the Cervix. 
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su0. The Psychopathic Consequences of Hysterec- 


tomy. (Les conséquences psychopathiques de I’hys 
terectomie 
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sat. A Simple and Successful Technique for the 


Repair of Vesico-vaginal Fistulae with Results in 72 
Cases. 

P. CHARLEWooDb. S 
Apr. 1, 1950. 6 fi 
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In South Africa, as in other parts of the world 
where urinary fistulne following labour are common, 
the results of treatment are often most unsatis- 


ictory 
The author’s impression is that, both in India and 
i, Oiten no attempt is made to treat 
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1 else the ureters are transplanted into 
the lon almost routine'y with a consequent reduc- 
t nm th patients expectation of life. The 
{ ird procedu re often too difficult ior the 
verage irge By the simpler technique des- 
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cribed here the majority of fistulae can be repaired 
in less than 45 minutes. 

Cases of vesico-vaginal fistulae are classified as: 
(a) simple cases; (6) cases with ureteric orifices in 
or near the fistula edge; (c) cases of fistulae with 
damage to the urethra; (d) cases in which apposition 
of the fistula edges cannot be attained. Pre- 
operative care is discussed; cases with local sepsis 
did as well asclean cases. Four cases were operated 
upon within a month of delivery. 

Pre-operative cystoscopy is overstressed in the 
literature and the author found intravenous pvelo 
grams of little value in this series of cases 

The operative technique for each class of fistula 
is described with the aid of diagrams. The 
lithotomy position is used with slight Trendelenburg 
tilting. Low spinal analgesia is preferred. If 
adequate access is not possible deep unilateral or 
bilateral episiotomy incistons are made or an asso 
ciated recto-vaginal fistula may be converted into 
a third-degree tear and an Auvard speculum 
inserted into the rectum. The recto-vaginal fistula 
is repaired immediately after the vesico-vaginal 
operation 

The fistula ts inspected and the ureteric orifices 
are sought. A urethral sound is passed and, if 
obstructed, the urethra is dilated. The fistula edge 
is pared down to bladder mucosa and a Keverdin’s 
need!e used to insert two layers of chromic No. 1 
(14-day) catgut. Before the superficial layer of 
sutures is inserted, a few ounces of water are intro 
duced into the bladder as a test and one or two 
extra sutures are used if necessary to close any leaks 
found. At the end of the operation a self-retaining 
catheter, '; inch (0.8 cm) im diameter, is inserted 
through the urethra and tied securely in position, 
ind bladder drainage is maintained for 10 days as 
a rule. The catheter is attached to an ordinary 
gastric-suction type of syphon drainage apparatus, 
in which a drip indicator is incorporated. Antibiotic 
drugs are administered for the first week. The com 
plications of post-operative haemorrhage, vaginal 
shortening, stenosis, and stress incontinence are 
discussed. 


Excluding 2 cases still under treatment and the 
one anaesthetic death, the corrected cure rate was 
98 per cent. Racial comparisons are made and 
reasons for the apparently greater difficulty of cases 
m Bantu women are given. Lilian Raftery 

392. Treatment of Vesico-vaginal Fistulae. (Trata- 
mento das fistulas vésico-vaginais. ) 

By M. FERNANDES and A. pe si LEITao, An 
brasil. Ginec., 15, 31-42, July 1950. 8 refs 


393. A Difficult Vesico-recto-vaginal Fistula. (Fen 
moeilijke vesico-recto-vaginale fistel.) 

By B. S. Ten BerGe. Ned. Tijdschr. Geneesk., 
94, 2346 2350, Aug. 12, 1950. 3 refs. 
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394. New Points of View in the Fascial-ring Im- 
plantation Operation for Incontinence. (Neue 
Gesichtspunkte bei der Operation der Faszienring- 
plastik.) 

By W. Hern. Zbl. Gyndk., 72, 423-430, 1950. 
12 figs 

ihe author reports 4 cases in which a new method 
of fascial-ring implant for urinary incontinence was 
used. This method consists in forming a fascial 
ring out of a freely transplanted strip of iascta lata, 
this is sewn into the shape of a cord and laid around 
the neck of the bladder, after which it is drawn 
through slits in the fascia of the rectus muscle and 
finally tied over this fascia. 

Three reasons are mentioned for this approach: 
(1) Experience in one earlier case showed that aiter 
a first operation by the Stoeckel method the broad 
fascial strips were reduced to very thin rudimentary 
fibres without suspensory effect. (2) Asepsis was 
more readily ensured by a one-way approach from 
above. (3) The duration of the operation ts shor- 
tened by the single approach. The 4 patients 
recovered uneventiully, and have been traced over 
a period of from 5 months to 1% years. rhe 
functional results were excellent. The technical 
difficulty #s the preparation oi the urethra in the 
region of the neck of the bladder. Albert Eichner 


395. Stress Incontinence of Urine with Special 
Reference to Failure of Cure Following Vaginal 
Operative Procedure. 

By C. D. Reap. Amer. J. Obstet. Gynec., 59, 
1200-1278, June 1950. 20 figs., 34 refs 

The author discusses the causes of stress incon- 
tinence of urine and concludes that it is due 
essentially to descent of the bladder neck on strain- 
ing. This is i!!ustrated by reproduction of excellent 

ystograms which demonstrate this descent before 
operation and show the bladder neck to be elevated 
and fixed after adequate vaginal repair. Simple 
operations on the urethra yield disappointing results 
in the cure of this disability and the author recom- 
mends an operation of the type described by Pacey 
J. Obstet. Gynaec. Brit. Emp., 1049, 56, 1), in 
which the bladder neck and bladder are mobilized 
and a careful fascial repair, with firm approxima- 
tion of the medial borders of the pubo-coccygeus 
muscles, is carried out. 

The most carefully performed vaginal repair, 
however, leaves 10 per cent. of cases in which stress 
incontinence persists. This may be due to technical 
errors, sepsis, or haematoma formation in some 
cases, but in all cases bladder-neck descent will be 
shown on cystography. Good results may be 
obtained in such cases by exercises with the peri- 
neomecter in cases of recently delivered women who 
develop the disability in the absence of marked 
uterovaginal descent, but other cases in which a 
serious vaginal plastic repair has proved ineffective 
should be treated by a radical procedure such as 
the Millin-I sling. This operation, which should 
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only be performed after an attempt at cure via the 
vaginal route, is favoured by the author as being 
quickly executed and leaving no vaginal scar. He 
illus 
employed 


patients 


d tribes the tech ique, stages of which are 
trated in 8 excellent figures, which he has 
on 126 occasio up to June 194q On 
ranging from 35 to 65 years old, o1 of whom have 
ent cured, 13 have 
died on the 1oth 


been cured, 21 have been go per 
had no improvement and 1 has 
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396. Transvaginal Removal of Ureteric Stone. 


Ureterolite il 
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LA Pena. Gaz. méd. Portug., 3, 634 


19 fligs., 9 rets 
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397. Operations on the Transverse Vaginal Septum. 
(Consideraziont sulle operazion: di setto vaginale 
transversale. ) 

By P. Spoto 


9 fies., 7 refs 


Minerva 3609-372, Sept 
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Ss. The Post-operative Phase. (Die postoperative 


Vorster. Zbl. Gyndk., 72, 783-786, 1950 
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Dietotherapy Bk physiological basis of ‘‘ the 


longings of pregnancy”’ is, of 
course, plain hunger induced by the additional 
demands of foetal growth and the extra require- 
ments for maintenance of maternal well-being. 


For Mother What expectant mothers “‘ long for” is 
and Child °©*tta food in quickly accessible and 
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In the Service For satisfying the keen-edged ap- 
of Obstetrics petite of pregnancy, the prescription 


palatable form. While treatment there- 
fore suggests itself, present-day shortages and 
rationing make the purchase of supplementary 
foods a difficult problem, especially during preg- 
nancy, when shopping activities are necessarily 
restricted. 


is—a quickly prepared, tasty meal 
consisting of first-class protein, carbohydrate and 
fat—as comprised in ‘Ovaltine’. This delicious 
food supplement provides malt, milk, cocoa, soya, 
eggs and additional vitamins; it is readily available 
and is easily made up; meticulous laboratory con- 
trol during different stages of manufacture ensures 
its entire purity and highest possible standard of 
quality. 
For pre-natal alimentation both for maternal 
strength and foetal development, ‘ Ovaltine’ is 
the preferred food beverage. 


Vitamin Standardization per oz.— 
Vitamin B,, 0.3 mg.; Vitamin D, 350 i.u.; Niacin, 2 mg. 


Ovaltine 


A. WANDER LIMITED, LONDON W.1 


Factory, Farms and Ovaltine Research Laboratories: 
King’s Langley, Herts. 


Made in Great Britain. Printed by John Sherratt and Son 


Park Road, Altrincham 
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